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The mystery with which Galen shrouded the spleen more 
than seventeen hundred years ago is not yet fully pene- 
trated, and the surgeon who elects to speak about the 
organ cannot be over-bold or over-confident. In these 
circumstances I have chosen for the most part to share 
with you my own disappointments and successes, and 
I cannot claim for this lecture that it will be a compre- 
hensive survey of all the diseases in which surgery of 
the spleen may play some part in treatment. 

Nearly two years ago there appeared in the Lancet 
(1949) an editorial headed “Splenectomy and the 
Haematologist,” which made a point with which I am 
so much in agreement that I quote it at the outset. 
“ How,” asked the editorial writer, “do surgeons find 
their way through this jungle of difficult diagnosis ? . . . 
The answer is that, if they are wise, they do not try. 
Mortality will depend on how well cases are ‘selected 
by the haematologist, who must take the responsibility 
for determining whether the lesion is primary, or secon- 
dary to some condition for which operation would not 
be helpful.” For nearly twenty years I have had the 
privilege and the advantage of co-operating with Pro- 
fessor L..S, P. Davidson and his younger colleagues 
in the management of many of these cases, and to him 
and to them I am grateful for guidance and for a 
grounding in at least elementary haematology. 


Possible Arguments against Splenectomy 


The spleen is relatively heaviest during the first year 
of life. Thereafter it is largest and heaviest in the young 
adult (average 170 g.), but its size decreases with age 
until its average weight is 128 g. in patients over 60 years 
of age (McNee, 1931la). Extreme atrophy of the spleen 
is rare; it, is said to occur in sickle-cell anaemia, and 
I have encountered it in a patient aged 53 during 
oesophago-gastrectomy for carcinoma, the cause not 
being determined. The very persistence of the spleen 
presumes some useful function throughout the span of 
human life. 

When one is considering the applicability of any 
operation it is wise to decide whether there may be any 
possible undesirable effects. It seems clear from the 
examination of patients whose spleens have been 
removed because of injury (Ek and Rayner, 1950) that 
there are no permanent alterations in the numbers of 
red cells, white cells, and blood platelets, and that bleed- 
ing and clotting times remain within normal limits. It 
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is still believed by some that splenectomy impairs the 
process of adjustment to haemorrhage by removing a 
potential reservoir for blood. Though this may be true 
in certain animals it is not true in man, whose normal 
spleen is so small that it could add only a trifling 
quantity of blood to a depleted circulation. Moreover, 
McMichael and Sharpey-Schafer (1944) have pointed 
out that when a person is bled deliberately the fall in 
pressure in the right auricle varies directly with the 
amount of blood lost, which would not happen if the 
volume of circulating blood was being augmented from 
a blood depot in the spleen. 

There is no evidence for the belief that a patient lack- 
ing the spleen is more vulnerable to infections, either 
protozoal or pyogenic. It is true that lymphocytes and 
perhaps antibodies of lymphocytic origin are produced 
in the spleen, but the splenic lymph follicles are using 
the spleen merely as a manufacturing site. They are 
almost as apart from it as are the lymph nodes in the 
submandibular salivary glands, and there is plenty of 
spare lymphatic tissue in the body. During the last 
war it was shown at a physical development centre 
that the lack of the spleen did not prevent healthy adult 
males from reaching the highest degree of endurance 
to physical exertion (J. roy. Army med. Cps, 1945; 
editorial). 

In two conditions—fibrous metaplasia of the bone 
marrow and osteosclerosis—the spleen enlarges because 
it has reverted to its function in the foetus of producing 
the cells of the blood. In these two conditions splenec- 
tomy is contraindicated because it would be harmful. 

From these reflections one cannot make more accurate 
deductions than are suggested by the remark of W. J. 
Mayo (1926), that, “while physiologically the spleen 
is not very important, pathologically it is extremely 
important.” 


Technique of Splenectomy 

Many techniques have been described (Pemberton and 
Kiernan, 1945 ; Lahey and Norcross, 1948 ; Cole et al., 
1949 ; Chamberlain, 1950 ; Welch and Dameshek, 1950), 
and as many more are to be seen during visits to 
colleagues. 

When the spleen is normal in size or only moderately 
enlarged it may be removed through a left’ transrectus 
vertical incision or through a transverse epigastric inci- 
sion. I have come to prefer the latter, which gives good 


‘ access to the biliary apparatus, always required in opera- 


tions for primary haemolytic anaemia, and allows one 
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to search for accessory spleens. When the spleen is 
large and adherent it is not easily removed through 
abdominal incisions unless it has “ polished off” the 
roughness of perisplenitis (McNee, 1931b). There is no 


. doubt whatever that a large spleen which has formed 


venous attachments to surrounding structures and which 
has large vessels in its pedicle is best exposed through 
a combined thoraco-abdominal incision ped 1947). 
This passes between the eighth and ninth ribs and at 
the costal margin is continued as a transverse epigastric 
incision which ends short of the midline in order to 
preserve any collateral veins in the round ligament. The 
diaphragm is split in the line of its fibres almost to the 
oesophageal opening, care being taken to control any 
large anastomotic veins under its peritoneum. 

It is best to begin to isolate a large spleen at its lower 
pole by dividing the spleno-colic ligament. This gives 
access to a plane between the spleen and the posterior 
abdominal wall which is extraordinarily bloodless. A 
pack’ is gradually introduced upwards and outwards in 
this plane to the reflection of the parietal peritoneum 
on to the convex aspect of the spleen. The greater part 
of the gastro-splenic omentum is then divided and the 
splenic artery is ligated. The dissection returns to the 


‘postero-lateral aspect of the spleen, which is steadily 


diminishing in size, and the parietal peritoneum is 
detached from it by a diathermy needle to expose the 
pack which has been left in position. The vasa brevia 
can now be ligated with accuracy and the spleen raised 
to return as much of its blood as possible to the patient, 
a process which may be hastened by causing the organ 
to contract by applying a faradic current to the arterial 
part of its pedicle. The splenic vein is ligated, or 
clamped if it is to be used for splenic—renal anastomosis. 
The operation is completed by suturing together the cut 
edges of the gastro-splenic omentum and of the parietal 
peritoneum. It will be appreciated that through this 
thoraco-abdominal incision the left kidney can be readily 
exposed for anastomosis of the splenic vein to the renal 
vein. If the operation is lengthy the left lung must be 
reinflated from time to time. My own operations have 
been greatly facilitated by the superb anaesthesia pro- 


| vided by Dr. John Gillies and his junior colleagues. 


For a week or ten days after the removal of a large 
spleen the patient’s temperature chart often shows inter- 
mittent fever. This is probably due to absorption from 
the raw area left after the splenectomy, and is not an 
indication for recourse to antibiotics. 


Accessory Spleens 

Accessory spleens originate as additional rudiments 
formed in the dorsal mesogastrium. They tend to dis- 
appear with increasing age, for the incidence at necropsy 
is higher in children (25%, Jolly, 1895) than in adults 
(11%, Adami and Nichols, 1910); they are more com- 
mon in conditions in which the spleen is at fault. Failure 
to remove all accessory spleens at the original operation 
may be the cause of recurrence of thrombocytopenic 
purpura or of congenital haemolytic anaemia ; examples 
of this have been collected by Curtis and Movitz (1946). 

By far the most common situation for accessory 
spleens (more than 50%) is at the hilum of the spleen 
proper, and most of the remainder occur in the neigh- 
bourhood of the splenic vessels and behind the body 
and tail of the pancreas. Less commonly they are found 
in the great omentum, in the various splenic ligaments, 


in the mesenteries of the small intestine and colon, 


where they correspond to the scattered splenic masses 
present in some fishes, and rarely near the left ovary or 
the left testicle, situations accounted for by the proxi- 
mity of the dorsal mesogastrium to the genital ridge. 
All these sites should be thoroughly explored in the 
course of splenectomies for idiopathic thrombocyto- 
penic purpura and congenital haemolytic anaemia. An 
accessory spleen overlooked at a first operation, which 
reproduces the original disease, is always found at a 
subsequent operation to be of considerable size and 
may reach that of a normal spleen. In children an 
accessory spleen may become twisted on its pedicle and 
give rise to an acute abdominal emergency (Settle, 1940). 

Splenosis is a different condition, in which numerous 
(up to 300 have been counted) small masses of splenic 
tissue are found widely scattered over the peritoneum 
in situations other than those to be expected on embryo- 
logical grounds. It results from the implantation of 
fragments of spleen freed by injury, either rupture by 
violence or incomplete operative removal, and possibly 
distributed throughout the peritoneal cavity by bleeding 
from the torn vessels of the organ. This autografting 
of splenic tissue occurs most readily in young patients 
(Hamrick and Bush, 1942). 


Rupture of the Spleen 


One of the odd gaps in my clinical material has 
been experience of rupture of the spleen. During the 
eighteen years I have had charge of general surgical 
wards I have seen only one example; the patient 
recovered after splenectomy. The incidence of this 
lesion in all: accidents occurring in urban communities 
has been variously estimated at from 0.1 to 0.2%, and 
at from 30 to 47% in®all closed abdominal injuries 
(Roettig et al., 1943); this does not take into account 
rupture resulting from blast injuries (Gordon-Taylor, 
1942). In slightly more than half the cases the damage 
is so extensive and the resultant bleeding is so profuse 
that the patient dies within an hour. 

The remaining lesions fall into two groups : (1) con- 
siderable tears, the clinical picture of which includes as 
its dominating features abdominal rigidity and pain, 
either generalized or in the left upper quadrant, asso- 
ciated with the features of shock ; and (2) small tears 
and subcapsular haematomas, inevitably followed by 
delayed rupture (McIndoe, 1932). When the tear is 
small the haemorrhage may at first be limited by adhe- 
sion of the neighbouring viscera; when the bleeding 
is subcapsular the haematoma slowly increases in size. 
In both sets of circumstances, after a latent interval 
which may vary from 48 hours to six months, during 
which the pulse rate often fails to return to normal and 
an ache may persist in the left epigastric region, the 
haematoma bursts its confines as the result of some 
minor strain. The resulting clinical picture of intra- 
peritoneal haemorrhage may be puzzling, because the 
original injury may not be considered as an explanation 
of the later emergency. 

A haemangioma of the spleen may rupture into the 
general peritoneal cavity (Pines and Rabinovitch, 1942). 
When it is enlarged, and especially when it is soft, the 
spleen is easily ruptured by relatively slight violence ; 
in infectious mononucleosis even abdominal palpation 
has caused the accident (Johnson, 1949). The associa- 
tion of rupture of the spleen with pregnancy is probably 
fortuitous ; the complication has been described in first 
pregnancies and in a sixteenth, and at various stages of 
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Fic. 1.—Splenectomy for secondary purpura. Case Il. Fic. 2.—Splenectomy for secondary purpura. Case 1. 
The bone marrow has been almost completely replaced by Widespread haemopoiesis in an ovary. (H. and E. x 340.) 
cells of the lymphocyte series. The small areas of residual 
marrow show a brisk leuco-erythroblastic response, and 

megakaryocytes are also numerous. (H. and E. x95.) 


Fic. 3.—Splenectomy for secondary purpura. Case 2. Fic. 4.—Splenectomy for secondary purpura. Case 2. 
Bone marrow showing irregular haemorrhage, a moderate Kidney showing mature and immature lymphoid cells in the 
reaction along both normoblastic and leucoblastic lines, . vessels. (H. and E. x 100. 


and scanty diffuse infiltration with mature lymphocytes. 
(H. and E. x 130.) : 
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gestation between the third and ninth months (McElin 
and Mussey, 1950). 

When rupture of the spleen is diagnosed or discovered 
at laparotomy splenectomy is the only operative pro- 
cedure to be considered. Its success depends on its 
early performance and on the rapidity with which trans- 
fusion of blood can be begun and continued until the 
blood volume has been restored. Every fragment must 
be removed in order to avoid the autogenous on-grafting 
of splenic tissue which ends as splenosis (s¢ée above). 


Idiopathic Thrombocytopenic Purpura 


It is essential to exclude from operation patients 


exhibiting a haemorrhagic tendency secondary to other 
conditions such as the effects of ingestion of a drug, 
severe infections, leukaemia, and aplasia of the bone 
marrow. The most important points are an accurate 
history, a complete physical and haematological 
examination, and examination of a specimen of bone 
marrow. As Pemberton and Kiernan (1945) insist, 


an extensor response in one great toe, only to find on 
reviewing the case after two years that she suffered also 
from disseminated sclerosis. 

When idiopathic thrombocytopenic purpura is chronic 
from the first or when an acute attack merges into a 
chronic condition there is no possibility of a spontaneous 
cure, although there may be periods of remission. 
During these periods, which may be of considerable 
length, the bleeding time may be normal, although the 
clot still does not retract completely, and the capillary 
resistance may be normal or nearly normal. Indeed, 
when the remission is ending, the bleeding time increases 
before the capillary fragility increases. In such chronic 
cases I believe that splenectomy should be advised, and 
I do not consider it necessary to wait for a remission 
before performing the operation. In my series of 
19 cases there has been one post-operative death, to 
which I have referred. 

Robson (1949a) has shown that the clinical result of 
the operation is as a rule cptmeeni (16 out of 19 cases, 


TABLE I.—Cases of Idiopathic Thrombocytopenic Purpura Treated by Splenectomy. (Reproduced by kind permission of 
Dr. H. N. Robson) 


Case No.: | 14 15 16 | 17 | 18 | 19 20 | 21 22 | 23 | _ 24 25 | 26 27 28 29 30 | 31 32 
Sex: F F F F M F F F F F M F F F F F F M F 
Age at onset oe 21 25 23 50 7 5 14 30 5 47 30 24 8 54 19 23 14 6 32 
Episodes in history .. 3 4; 10 1 10 8 4 2 20 1 3 20 5 sae 20 6 3 1 
Platelets (thous. ) , Di Di sai & 70 20 30 20 10 15 70 50 40 5 25 35 20 15 20 
Bleeding-time (mins. ) 18 10} 22 18 16 7 20 20 10 20 10 4 8 45 45 8 10 | 12 14 
Capillary fragility + + + + + + + + + + + N + + + + + + + 

Splenectomy 
| 

Years since operation} 17] 10} 8| 6] 4 | 3 3 2 1 2 2 2 1 1 2 1 1 
Clinical condition ..| R Gi G| G G G G G G G G NI. G G G 
Platelets (thous.) 40 | 340 | 301 | 125 | 140 | 240 45 30 22 | 410 | 190 | 290 | 305 60 20 55 | 200 | 280 | 376 
Bleeding-time (mins.) 8 3 6 3 8 3 9 2 3 2 4 3 5 10 18 3 ra 2 2 
Capillary fragility + N] + + N N + + + N + N N + + + N N N 


R = Relapsed after 7 years. 


episodes since. 
continues. G = Clinical fe episodes 


splenectomy for “ purpura ” is not likely to be successful 
if brisk regeneration cannot be detected in the ‘marrow 
and if immature white cells are abnormally numerous ; 
and Schwartz and Kaplan (1950) state that the prognosis 
in idiopathic thrombocytopenic purpura is better, and 
the cperative mortality of splenectomy lower, when the 
marrow contains increased numbers of eosinophils. 

As a preliminary to deciding if splenectomy is indi- 
cated it is possible to classify patients suffering from 
idiopathic thrombocytopenic purpura into certain broad 
groups. Thus the disease may first manifest itself in 


an acute form, which causes anxiety at any age because” 


of continuing external haemorrhage which must be 
corrected by transfusion, and in the older age groups 
because of the possibility of intracerebral bleeding. It 
is a useful clinical guide that children usually recover 
from a first acute attack without operation, although 
about one child in four will continue to suffer from 
the disease in a chronic and less dangerous form which 
may require splenectomy “in the cold” at a later date. 
I know of no more anxious condition than acute 
thrombocytopenic purpura in an adult, and I cannot rid 
myself of the memory of a young woman, one of my 
early cases, whom I watched too long; she did not 
recover consciousness after splenectomy, and _ the 
necropsy disclosed extensive cerebellar haemorrhage 
with medullary compression. With this tragedy in mind, 
years later, I carried out an emergency splenectomy on 
a young woman suffering from idiopathic thrombocyto- 
penic purpura whose clinical examination had disclosed 


O = Occasional —— epistaxis. N.I. = No improvement after operation—bleeding 


since operation. 


in the majority of which splenectomy was performed in 
my unit) (T able I. Of the remaining three cases in 
his series, in one (Case 20) mild manifestations persisted, 
in the second (Case 14) there was a relapse after seven 
years of freedom from symptoms (possibly as a conse- 
quence of the growth and activity of an accessory © 
spleen), while the third (Case 28) did not derive any 
benefit from splenectomy. It is of interest that in my 
experience (Cases 21 and 22) the platelet count may 
ultimately fall to a low level after splenectomy without 
any recurrence of bleeding ; this has not been Wintrobe’s 
(1946) experience. As Robson remarks, such a finding 
suggests that in this disease thrombocytopenia is not 
the only factor in the production of the tendency to 
bleed ; his present view is that a product elaborated in 
the spleen interposes a barrier in the form of some 
abnormality of capillary endothelium which prevents 
the delivery into the blood stream of platelets derived 
from normal megakaryocytes (Robson, 1949b). 

The combined experienge seems to be that about 70% 
of patients suffering from idiopathic thrombocytopenic 
purpura are cured clinically and haematologically by 
splenectomy. In an additional 10 to 15% the tendency 
to bleed is less marked or the episodes of bleeding are 
less frequent ; in this group such haematological abnor- 
malities as @ low platelet count may reappear after a 
period of three to four weeks’ absence. Recurrence of 
the disease after intervals measured in years is probably 
due to enlargement of an accessory spleen overlooked 
at the original operation. : 
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Thrombocytopenic Purpura in Pregnancy 

A review of this subject by McElin and Mussey (1950) 
shows that both the maternal death rate (from post- 
partum haemorrhage) and the foetal and neonatal death 
rates (from bleeding) are high. Robson and Walker 
(1951) have collected the recorded cases of congenital 
and neonatal thrombocytopenic purpura. Although 
many of these cases are badly documented, they fall 
into two groups: (1) infants whose mothers had 
purpuric manifestations : whether the maternal purpura 
was idiopathic or secondary (and due to rheumatic fever, 
severe pyogenic infections, syphilis, or the action of 
drugs such as quinine), the tendency might be trans- 
mitted to the offspring (which was most likely to die 
if the mother had had active purpura during her preg- 
nancy) or the infant might be normal ; and (2) thrombo- 
cytopenic infants born of mothers said to be normal : 
more prolonged observation has shown that some of 
the mothers in this group were in a period of remission 
from, the disease, but such an odd circumstance has been 
recorded as the appearance of purpura in one infant 
of twins. 

I have operated on a mother suffering from idiopathic 
thrombocytopenic purpura who two weeks previously 
had given birth to a child who for the first three weeks 
of its life exhibited purpura and thrombocytopenia 
(Robson and Walker’s Case 1). This patient, and one 
other who had undergone splenectomy for thrombo- 
cytopenic purpura in my unit, subsequently have had 


. uncomplicated pregnancies and have been delivered of 


normal infants. When a pregnant woman is found to 
be suffering from idiopathic thrombocytopenic purpura 
it seems to be the consensus of opinion that it is best 
for the mother and unborn child if splenectomy is 
performed as soon as the diagnosis is certain. } 

Occasionally a case of thrombocytopenic purpura is 
encountered in which the bleeding-time is normal. An 
extreme example of this condition has been described 
by Stichecki and Glass (1945) in which splenectomy 
was completely curative, and these authors recall that in 
such cases (as described by White, 1944) treatment may 
be directed to the bleeding organ alone with disastrous 
results, as indeed has been recorded in typical cases of 
idiopathic thrombocytopenic purpura (Dameshek and 
Rheingold, 1949). It has been pointed out by Wintrobe 
et al. (1937) that in the hereditary type of purpura the 
platelet count may be normal although the bleeding-time 
is prolonged ; in cases of this type splenectomy is contra- 
indicated. 


Splenectomy Mistakenly Undertaken in Symptomatic 
Purpura 


There were three cases in this group, and as it is 
important to avoid such mistakes I shall describe them 
in detail. 

The first patient, a woman aged 26, was admitted with a 
history of spontaneous bruising of four weeks’ duration. 
The spleen was enlarged to 6 cm. below the costal margin. 
Haematological examination showed: haemoglobin, 60% ; 
red cells, 2,600,000 ; .white cells, 9,800; platelets, 50,000; 
bleeding-time, nine and a half minutes; films showed an 
occasional primitive white cell. The patient died six hours 
after splenectomy.. Microscopical examination of the spleen 
showed chronic non-specific lymphadenitis and megakaryo- 
cytic hyperplasia. At necropsy the only macroscopic find- 
ing proved to be replacement of the marrow of a femur by 
grey “tumour ” tissue. 

The microscopical report was kindly provided by 
Dr. Robertson Ogilvie. “Microscopical examination 


reveals that this is an example of the rather rare medul- 
lary type of aleukaemic lymphatic leukaemia. It shows 
several interesting features: (1) tumour-like replacement of 
marrow without leukaemic infiltration of the other organs 
examined (Plate, Fig. 1); (2) widespread extramedullary 
haemopoiesis—for example, in liver and ovary (Fig. 2); 
and (3) an apparent concentration of megakaryocytic forma- 
tion in lymph nodes and an apparent lack of evidence of 
excessive lymphocytic production by lymph nodes. Such 


‘widespread extramedullary haemopoiesis suggests that 


splenectomy ‘may have removed one of the important 
centres of blood formation.” ; 

This was. a mistake for which I was responsible. 
Unfortunately a specimen of sternal marrow was not 
obtained before operation, and the significance of the 
primitive white cells found in the blood films was not 
appreciated. The mere fact that the spleen was palpable 
should have imposed caution ; the heaviest spleen known 
to me in the literature of idiopathic thrombocytopenic 
purpura weighed 240 g., only about 30% heavier than 
the average weight of the organ in an adult. 

The second patient, one of my earliest cases, was a woman 
aged 52, who gave a history of purpuric lesions of two 
months’ duration. For three weeks she was given trans- 
fusions at intervals, but she continued to show purpuric 
lesions and bled from the gums, the gastro-intestinal tract. 
and finally the uterus. The spleen was not enlarged. 
Repeated blood films showed no abnormal white cells, the 
platelets were never higher than 50,000, and the bleeding- 
time always exceeded 30 minutes. Splenectomy was under- 
taken as a last resort, but the patient died within 24 hours. 
Necropsy did not immediately reveal the cause of death, 
but this was clear from the report on the microscopical 
examination of the tissues, for which I am indebted to 
Dr. Robertson Ogilvie. ‘Bone Marrow: The outstanding 


-change is marked irregular haemorrhage (Fig. 3). Other- 


wise it shows a moderate reaction along both normoblastic 
and leucoblastic lines, mainly the former, and also a scanty, 
diffuse infiltration with mature lymphocytes. Liver: Some 
of the portal tracts are enlarged owing to a considerable 
infiltration with lymphoid cells, mature and immature. Simi- 
lar cells are present in moderate numbers in the blood of 
the sinusoids. Kidney: Many of the vessels contain mature 
and immature lymphoid cells, often in conspicuous num- 
bers (Fig. 4). Comment: The changes in the tissues, and 
especially the presence of excessive and immature lymphoid 
cells in the vessels and the increase of -lymphoid tissue in 
the portal tracts of the liver, indicate that the case has been 
one of lymphatic leukaemia.” 

This was an ill-advised operation, but there is com- 
fort in an observation made by Wintrohe (1946) : “In 
a few instances the final answer may have to be given 
at necropsy, when the characteristic histological changes 
of leukaemia are found.” : 

The third patient, a grossly obese woman aged 55, had 
been under observation for three months as a case of 
thrombocytopenic purpura, when she was admitted to the 
Royal Infirmary of Edinburgh suffering from a subarachnoid 
haemorrhage. The spleen was not palpable. The platelets 
numbered 20,000, the bleeding-tine was eight minutes. It 
now transpired that for one month before the onset of her 
purpuric signs she had been taking a preparation containing 
phenacetin. The interval since the drug had been stopped 
was long enough for me to accept the responsibility for 
splenectomy. There was no improvement in her condition, 
and her platelet count did not rise. Later she died in a 
medical ward as the result of massive intracerebral 
haemorrhage. 

Comment.—Splenectomy is usually effective in the 
treatment of idiopathic thrombocytopenic purpura. 
Other causes of purpuric manifestations must first be 
excluded, in particular by the examination of a specimen 
of bone marrow. 
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Haemolytic Anaemia 

The surgeon whose opinion is asked on the manage- 
ment of a case of haemolytic anaemia can approach 
the problem with the knowledge that his haematological 
colleague will have made every attempt to exclude the 
secondary forms of the disease in which normal erythro- 
cytes are haemolysed by some known extraneous agent. 
This may occur in both pyogenic and protozoal infec- 
tions ; as the result of the absorption or ingestion of 
a considerable number of chemical compounds ; and in 
carcinomatosis and certain of the reticuloses. 

There remains the primary group of haemolytic 
anaemias, and it is customary to divide these into con- 
genital and acquired types. The work of Loutit and 
Mollison (1946) has shed much light on the differences 
between these two forms. They believe that in the 
congenital form the process of formation of red blood 
corpuscles is congenitally defective in that they are 
abnormally sensitive to the normal process of species- 
specific haemolysis constantly going on in the blood. 
They consider that the first step in the breaking down of 
these abnormal red cells is their conversion to sphero- 
cytes in the blood stream, that lysolecithin is the agent 
responsible, and that in the backwaters of the spleen 
pulp there is more time for this lysin to act. Treatment 
by splenectomy is successful because it removes the 
conditions most favouring haemolysis although the red 
blood corpuscles remain abnormal. 

In the acquired type the red blood corpuscles are not 
abnormal. When transfused into a normal recipient 
they survive for the normal length of time. The haemo- 
lysis is the result of the presence in the patient’s blood 
of abnormal known or unknown lytic agents, destructive 
alike to the patient’s red blood corpuscles and to those 
of any normally compatible transfusion donor. Destruc- 
tion of the patient’s erythrocytes or those of a donor 
may also result from a significant reduction in titre of 
that fraction of the patient’s serum which acts as non- 
specific inhibitor of lysin. 


Congenital Haemolytic Anaemia 


This is recognized by its familial incidence and by 
the association of splenomegaly with anaemia, sphero- 
cytosis, increased fragility, of red cells, and jaundice. 
It is usually discovered in early life, but may be so 
mild as to escape detection until late adult life. Its 
severity varies, but tends to be fairly constant in any 
one family. The course of the disease is punctuated 
by crises—the first of which may lead to its detection— 
characterized by increased haemolysis with fever, abdo- 
Sometimes several 
members of a family are affected by a crisis about the 
same time; the literature has been collected and a 
remarkable series recorded by Horne et al. (1945). In 
well over half the cases small pigment stones form in 


the biliary passages and may provide the nuclei of 


larger “ mixed ” calculi. 

In these cases splenectomy should be advised, and 
urged if there is a history of severe crises in other mem- 
bers of the family, and if there is persistent leucopenia. 
It is impossible to foretell the likelihood of biliary com- 
plications (including acute cholecystitis), or the occur- 
rence of severe haemolytic crises ; in a child, if possible, 
operation should be deferred until the age of 10 is 
reached. When the disease attracts attention on account 
either of acute biliary obstruction or of acute chole- 
cystitis, this alone should be dealt with at the first opera- 


’ tion. As soon thereafter as possible the spleen should 


be removed lest further calculus formation occurs. 

When the presenting symptoms are not biliary, 
although stones are known to be present or when stones 
are discovered at operation, splenectomy should be per- 
formed, the common bile duct opened, washed out, and 
drained, and the gall-bladder removed. Sometimes pig- 
ment stones can be demonstrated by cholangiography in 
the smaller intrahepatic biliary passages, and the “T” 
tube should never be removed until cholangiography has 
shown that all ducts are free from calculi. On one 
occasion when I neglected to ensure this 1 had to reopen 
the common duct a year later to remove a “ family ” 
of mixed stones. If the patient is seen during a crisis 
severe enough to require transfusion of blood, I believe 
that this should be limited to the minimum amount 
necessary, because splenectomy is followed by a rapid 
increase in blood count. Multiple transfusions may 
introduce complicated haemolytic reactions. 

When a woman suffering from congenital haemolytic 
anaemia becomes pregnant, usually there is not any 
increase in the anaemia, but if this does occur towards 
the end of pregnancy transfusion of blood is the correct 
treatment, not splenectomy. 

In my unit splenectomy has been performed in ll 
cases of congenital haemolytic anaemia without opera- 
tive mortality ; the operation is easy because of the 
absence of vascular adhesions. Ten patients have 
remained well for periods up to 10 years. The remain- 
ing patient failed to benefit from the operation, although 
the clinical features were ae 


Acquired Haemolytic Anaemia 

I have performed splenectomy in 15 cases of haemo- 
lytic anaemia which appeared to be of the acquired type, 
with two post-operative deaths. In one of these an 
acute process progressed unchanged ; in the other, of a 
more chronic type, oliguria with failure of the peripheral 
circulation supervened on the fourth day in spite of 
steady improvement in the haematological picture. Many 
of the patients who survived were very ill at the time 
of operation (one had a haemoglobin value of 20%), 
so that in such cases splenectomy is not attended by a 


‘prohibitive risk. 


When a surgeon is asked for his opinion of the value 
of splenectomy in these cases there are certain broad 
principles which may help him to a decision. First, it 
is the general experience that the patients who are most 
likely to respond to operation favourably are those 
whose haematological picture resembles that of con- 
genital haemolytic anaemia in the presence of sphero- 
cytosis and increased capillary fragility (Davis, 1943), 
although the absence of these findings does not preclude 
a successful outcome. Secondly, one has to balance 
against the risk of operation the likelihood of spon- 
taneous recovery after an interval during which life 
is maintained by transfusions of blood. In my opinion 
the operative risk is small, and therefore I believe that 
the responsibility for splenectomy should be accepted 
if the patient fails to improve after two or three ade- 
quate transfusions ; this policy is to be preferred to 
splenectomy as a last resort after multiple transfusions 
have failed, because these introduce the danger of com- 
plicated haemolytic reactions in addition to that of the 
primary cause of the condition. 

Of the 13 patients who survived operation two are 
untraced and two died of the disease within a year. The 
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remaining nine are alive after a lapse of from one to 
seven years, seven in good clinical condition, and two 
(after 12 and 84 months) in only fair health. Thus 
there seem grounds for maintaining that a patient suffer- 
ing from acute haemolytic anaemia should not be allowed 
to die without the possible benefit of splenectomy per- 
formed as soon as transfusion fails. Combined experience 
shows that the operation will be effective in rather more 
than 50% of cases. 

An interesting case of haemolytic anaemia of the 
ucquired type has been recorded by West-Watson and 
Young (1938). “ Eventually, after four months in hos- 
pital, during which splenectomy, three transfusions, and 
liver therapy had failed to arrest the haemolysis, it was 
decided to explore again in search of a spleniculus. This 
was done, but none was found ; the gall-bladder and the 
pelvic tumour, which proved to be an ovarian teratoma, 
were removed. No transfusion was given. Unexpec- 
tedly the haemolysis ceased immediately, the signs of 
toxaemia disappeared, the temperature settled, and the 
blood ‘began to return to normal, complete recovery 
ensuing.” The teratoma did not contain any splenic 
tissue. Other cases have been recorded of recovery 
from haemolytic anaemia after the removal of an 
ovarian tumour (Singer and Dameshek, 1941 ; Jones and 
Tillman, 1945). 

Comment.—Splenectomy should be advised in cases 
of congenital haemolytic anaemia. In cases of acquired 
haemolytic anaemia for which no extraneous agent is 
responsible, splenectomy should be considered early, 
before multiple transfusions introduce complicating 
factors. 


Splenic Neutropenia 

This condition was originally called “ splenopathic 
leucopenia ” (Frank, 1925), and it was known that the 
granulopenia might be associated with a reduction in 
number both of the other cells in the blood and of 
the platelets. A primary deficiency in the number of 
granulocytes due to enlargement of the spleen is rare ; 
but an attempt has been made to segregate such cases 
in a separate group (Wiseman and Doan, 1942), and an 
interesting case in which the agranulocytosis was cycli- 
cal has been recorded (Fullerton and Duguid, 1949). 


I have twice performed splenectomy for neutropenia 
presumed to be of splenic origin. In one case this tenta- 
tive diagnosis proved to be incorrect, the presenting 
haematological features being the initial signs of 
leukaemia. 


A woman aged 48 had suffered intermittently for two 
years from septic lesions of the skin, when her blood was 
found to show agranulocytosis. The haematological features 
were: haemoglobin, 92%; red cells, 4,290,000 (reticulo- 
cytes 1%); white cells, 1,600 (neutrophils 14%, lympho- 
cytes 69%, eosinophils 1%, mononuclears 6%); platelets, 
104,000 ; sternal marrow, sheets of lymphocytes—no poly- 
morphs or their precursors. 

The standard methods of medical treatment failed to pro- 
duce any increase in the white count, and, as splenic neutro- 
penia was .thought to be a possible diagnosis, after pro- 
tracted discussion I somewhat reluctantly agreed to perform 
splenectomy. The pathologist reported that the micro- 
scopical appearance of the spleen was consistent with a 
diagnosis of “ Banti’s disease.” After operation there was 
improvement for three months, the total,white count remain- 
ing about 6,100, with polymorphs 34-35%, lymphocytes 20- 
30%, monocytes 10%, and eosinophils 25%. The platelet 
count rose to 450,000. During the subsequent two years 
the blood count has tended towards its pre-operative values, 
purpuric spots have appeared on the legs, and ulceration of 


the mouth has been troublesome ; however, the patient feels 
well and is at work. The latest count showed: haemoglobin, 
76% ; white cells, 2,400 (polymorphs 41%, lymphocytes 
56%, monocytes 1%, eosinophils 2%). Thus splenectomy 
has not altered the course of the disease, which has declared 
itself as lymphatic leukaemia of a chronic form. 

The second patient, a man aged 55, had a remarkable _ 
clinical history. Before right middle and lower lobectomy 
for bronchial carcinoma by my colleague Mr. Andrew Logan 
in May, 1950, his white count was 10,000 and his spleen was 
not enlarged. Six days after operation his white count was 
found to be 2,400 and his spleen was easily palpable. The 
white count remained persistently low (1,600 to 2,600), and 
there was moderate thrombocytopenia (120,000). I removed 
his spleen three months after the pneumonectomy, and 
within five hours the white count had risen to 6,800 and the 
platelets to 272,000. This improvement in the blood picture 
has been maintained for seven months, in spite of an attack 
of hepatitis as a complication of a plasma infusion given 
after the pneumonectomy. Up to the present he has gained 
35 Ib. (15.9 kg.) in weight; the white count at the last 
determination was 12,200, the platelets 465,000, and the red 
cells 5,690,000. 

The precipitating factor in this second case remains 
obscure. At laparotomy no hepatic or other metastases 
were detected, and the patient’s steady general improve- 
ment is evidence sanene the presence of metastases 


elsewhere. 


Congestive Splenomegaly 

In a considerable group of cases in which spleno- 
megaly is present the clinical features include, singly 
or in combination, anaemia, ascites, and bleeding from 
the gastro-intestinal tract. These conditions—for there 
is certainly no single aetiological factor concerned—were 
formerly labelled “ Banti’s disease.” A more modern 
label, “ hepatolienal fibrosis,” is not entirely satisfactory 
because sometimes the liver is macroscopically and 
microscopically normal, and splenomegaly is absent in 
about 20% of cases of even advanced hepatic cirrhosis. 
The label “ congestive splenomegaly ” is not completely 
descriptive, because in a small number of cases obstruc- 
tion to the portal circulation cannot be demonstrated 
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even at necropsy. Im the majority the pressure is 
increased in the portal vein and in its tributaries, includ- 
ing the splenic vein. I do not intend to analyse in detail 
the various factors which may lead to portal hyperten- 
sion ; they are sufficiently indicated for my purpose in 
Fig. A, where they are separated into intrahepatic and 
extrahepatic according to the views expressed in the 
classic paper of Whipple (1945). There are as yet no 
completely reliable methods for diagnosing the site of 
the block, even on the operating table. It has been 
indicated that there may possibly exist a condition of 
“idiopathic ” portal hypertension without demonstrable 
anatomical block ; in another group of cases the portal 
vein may be partially or completely obstructed by throm- 
bosis, although the liver remains macroscopically nor- 
mal (McNee, 1932b) ; and in a third splenomegaly may 
be the only gross pathological feature (McNee, 1932b). 
In these circumstances I propose to evade the aetiologicai 
issues and to consider the surgical problems in certain 


_ groups of cases in which the diagnosis is either tolerably 


certain or definitely established on the operating table 


. or at necropsy. 


(1) Splenomegaly with Hepatic Cirrhosis 
In such cases the risks to the patient are protracted 
anaemia, persisting aseites, gastro-intestinal haemor- 
rhage, and hepatic failure. Within the limits set by 
the title of this paper the possible operations are splenec- 
tomy, and splenectomy with anastomosis of the splenic 
vein to the left renal vein. 


(a) Splenectomy Alone 

In cases of hepatic cirrhosis there is no question of any 
beneficial effect of splenectomy on ascites. 

That the presence of the enlarged spleen (hyper- 
splenism) may reduce all the cellular elements of the 
blood is undoubted ; the anaemia may persist in the 
absence of even occult bleeding from the alimentary 
tract. It is normocytic and characterized by a continuing 
normal ratio between polymorphonuclear leucocytes and 
lymphocytes ; thus in cirrhosis the haemopoietic prin- 
ciple is normally produced and normally stored (Huang 


and Wang, 1949). Davidson (1934) has shown that . 


anaemia resulting from gastro-intestinal bleeding 
responds to the administration of iron, and we have 
found the response to be most rapid when the iron is 
given intravenously, possibly because when it is given 
by mouth its absorption by the congested mucosa of the ~ 
jejunum is incomplete. Jt has been my experience that 
the panhaemocytopenia of congestive splenomegaly is 
relieved by splenectomy in about 75% of cases, and this 
has been confirmed by Robson (1949a). This has 
altered my attitude to splenectomy in early cases, because 
it is obviously desirable that a damaged liver should 
receive the best possible qualitative supply of blood. 
Between 1932 and 1938 I operated on seven patients for 
Professor Davidson, all in the late stages of the disease, 
and of these three died. We gave up splenectomy for 
six years. Since 1944 I have performed splenectomy on 
25 patients suffering from this condition, most of whom 
had reasonable hepatic function ; of these one died. 
When the condition is more advanced and hepatic 
function somewhat reduced, I believe that it is still 
justifiable to perform splenectomy for the relief of 
hypersplenic panhaemocytopenia. In these circum- 
stances it is advisable to attempt to improve hepatic 
function during the pre-operative period by arranging 
for the patient to have a diet high in carbohydrate and 
protein and low in fat and sodium. The Dietetic Depart- 


ment of the Royal Infirmary cf Edinburgh provides a 
palatable daily diet containing : carbohydrate, 260 g. ; 
protein, 135 g. ; fat, 71 g. ; and sodium, 0.5 g. 
The arguments for performing splenectomy in an 
endeavour to prevent bleeding from oesophageal varices 
are less secure. On the one hand it has been stated 
that the operation reduces the arterial input into the 
portal system by about 20%, and interrupts the direct 
connexions by way of the vasa brevia between the 
splenic effluent and the oesophageal varices. On the 
other hand it has been contended that splenectomy inter- 
rupts the many collateral venous channels between the 
portal and systemic systems formed in connexion with 
the eniarging spleen. I have considered these pathways 
in detail elsewhere (Learmonth, 1951), but here I give 
my impression, gained from observation at operation 
on such patients, that the enlarged veins between the 
spleen and its surroundings which are divided in the 
operation of splenectomy are dealing almost solely with 
the splenic effluent. Valuable channels connecting the 
main splenic vein to the pancreatic and adrenal veins 
remain undisturbed, and their contents ultimately reach 
the left renal vein by way of the left adrenal vein and 


‘the left ascending Jumbar vein. This is not the only 


factor to be taken into consideration : after splenectomy 
oesophageal varices are still exposed to the increased 
portal pressure because of their connexions with the 
left gastric (coronary) vein. To divide the left gastric 
vein also gives only temporary relief because of the 
relatively rapid formation of new venous channels to 
replace it. 

Statistics give an equivocal answer. When all pub- 


lished cases are considered it appears (Howells, 1938) | 


that splenectomy does not add to expectation of life. 


- On the other hand, Pemberton and Kiernan (1945), 


whose series is large enough for statistical analysis, have 
shown that if haematemesis has occurred before splénec- 
tomy it will recur in 53.7% of cases, whereas if haemat- 
emesis has been absent before splenectomy it will occur 
afterwards in only 15.2%. It has been contended that 
peptic digestion of the walls of the uncovered or thinly 
covered oesophageal varices provides another variable 
in the incidence of haematemesis, but in most of these 
cases gastric analysis shows hypochlorhydria or even 
achlorhydria. It is generally held that after splenec- 
tomy the early occurrence of haematemesis, or its repeti- 
tion at short intervals, is of grave prognostic significance. 

It seems to me that removal of the spleen should be 
considered when its enlargement is associated with 
hepatic cirrhosis. Pemberton and Kiernan (1945) hold 
that splenectomy may, at least in some cases, remove 
the site of formation of a possible toxic substance, a 
view to which McNee (1932b) also subscribed. The 
hazards of the operation are said to be reactionary 
haemorrhage, thrombosis in the portal system as a 
result of an unusually great post-operative increase in 
the number of circulating platelets, and hepatic failure. 
Of the three deaths in my early series (seven cases), two 
resulted from respiratory complications and one from 
reactionary bleeding. The death in my second series 
(32 cases) provided the only example of portal throm- 
bosis following splenectomy that I have seen. It was 
widespread and involved even the natural portal-systemic 
communications of the azygos veins. 

Many of my patients had sclerotic changes in the 
walls of the splenic or portal veins, but I cannot corre- 
late this finding with a tendency to post-operative throm- 
bosis ; in one patient the portal vein was patent, although 
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it was so calcified that it could be identified in a radio- 
graph. It has been held that the danger of widespread 
thrombosis of the portal system after splenectomy, as a 
result of a rapid increase in the number of platelets, 
imposes some less radical surgical procedure when the 
pre-operative platelet count is normal or nearly normal. 
McNee (193ic) suggested ligation of the splenic artery, 
but there is an anatomical objection to this, because a 
collateral circulation is provided by way of the gastro- 
epiploic arterial arcade. I have tied and divided the 
splenic and right gastro-epiploic arteries on four occa- 
sions ; in one case I removed the spleen later. The 
spleen shrinks and the blood count improves, an observa- 
tion which I regard as of some importance in explaining 
the part played by the organ in producing haemocyto- 
penia. Later the spleen enlarges again, and haemat- 
emesis and haemocytopeni. may recur. Thus in one 
patient the figures were : 


Time Hb R.BC. W.B.C. Platelets 
Pre-operative .. .. 65% .. 4,170,000 .. 1,600 .. 156,000 
Aftertendays.. .. 50% .. 2,820,000 .. 22.000 .. 615,000 
After fivemonths .. 70% .. 3,600,000 .. 4,300 209,000 


I do not think that the ligature. operation need be 


retained, except in such rare cases as one in which [ 
found the portal and splenic veins thrombosed, and a 
huge vein passing down the hilum of the spleen to the 
retroperitoneal tissues; this appeared to be draining 
most of the portal blood. 

I believe that estimates of hepatic function deduced 
from the results of several tests are of more value in 
ultimate prognosis than in defining operative risk, pro- 


. vided that anaesthetist and operator are experienced, 


and that any lost blood is rapidly replaced by trans- 


fusion, in order to avoid anoxia of the liver, It is ° 


certainly unwise to offer or to withhold operation 
according to the result of any one test—for example, 
estimation of serum proteins. 

My view is that in the present state of knowledge the 
value of splenectomy alone in this group of cases will 
be found to depend largely on the improvement it pro- 
duces in the blood picture. 
cirrhosis are so numerous and its evolution is so variable 
that it is almost impossible to compare any one case with 
others. Fortunately the risk of the operation has been 
so reduced that it can be used with judgment for this 
single purpose. Howeyer, it must be remembered that 
when the patient is a child the prognosis is bad ; it has 
been shown that three out of four children die within 
five years of the onset of the disease (Logan, 1950), and 
my own experience is similar. 

It has been stated by Robins (1941) that when a 
woman suffering from this condition becomes pregnant 
the evolution of the disease is more rapid and there is 
an increased liability to post-partum haemorrhage. He 
recommends that the pregnancy should be terminated if 
the complicating condition is diagnosed before the foetus 
is viable. On the other hand, I record through the 
courtesy of Professor John Craig the unusual] late 
history of one of my cases in this group. ° 

In 1926, at the age of 7 years, the girl had melaena ; the 
spleen was not palpable. She was well until 1935, when 


. she had several haematemeses, and in June of that year I 


removed a large spleen. In November, 1935, there was 
another haematemesis, and in 1937 still another. Between 
1926 and 1937 she had several transfusions, the details of 
which are not now available. Thereafter she remained well, 
married, and in 1944 had a normal pregnancy, the baby 


The causes of hepatic’ 


being normal. In 1949 she gave*birth to an infant which 
showed severe erythroblastosis with jaundice, from which it 
recovered. The mother, who is Rh-negative, is alive and 
well. 


(b) Splenectomy as a Preliminary to Venous Shunts 

In 18 cases I have performed splenectomy as a pre- 
liminary to splenic renal venous anastomosis, and in 
another case, in which the arrangement of the splenic 
vein proved to be unsuitable for this operation, I added 
an anastomosis between the portal vein and the inferior 
vena cava. Five of the former 18 patients died after 
operation. In two the cause of death was hepatic 
failure, and in retrospect the operation was ill-judged - 
in the remaining three death was due to massive haemor- 
rhage—in two instances into the gastro-intestinal tract 
from pre-existing oesophageal varices and in one instance 
in the field of operation. 

The first 13 of these operations were end-to-end ana- 
stomoses, 11 made over a vitallium tube and two direct. 
In my hands the results of this technique have been 


unsatisfactory; of the eight patients who survived | 


splenectomy with end-to-end anastomosis, haematemesis 
has recurred in five, at intervals of from 12 to 42 months. 
The first patient on whom I performed this operation 
died from massive haematemesis 42 months later, having 
cycled 50 miles and played in a football match on the 
previous day. At necropsy the anastomosis, which had 
been made over a vitallium tube, was blocked by old 
thrombus. The tube method has not been widely 
adopted, but great credit is due to Blakemore and Lord 
(1945) for the idea, which has been to vascular surgery 
what Murphy’s button was to intestinal surgery. -It is 
probable that an end-to-side anastomosis between the 
splenic and left renal veins (Linton et al., 1947) will 
remain patent in a higher proportion of cases ; I have 
performed this operation’in five cases without operative 
mortality. 

My present opinion is that if it is desired to add a 
“shunt” operation to splenectomy, end-to-side- splenic 
renal anastomosis should be chosen. But Iam convinced 
that the final treatment of splenomegaly with hepatic 
cirrhosis must await more accurate methods of assessing 
the probable rate of evolution of failure of hepatic func- 
tion, and consequently more accurate conceptions of its 
pathological causes. I remember vividly one patient 
I saw, an elderly man who had undergone splenectomy 
at the hands of Lord Moynihan. He bled at intervals 
for five years after the splene¢tomy, and thereafter had 
remained well for 21. years: if he had had a shunt 
operation he would have been equally cured. 

The patient who was treated by splenectomy with 
portal-caval anastomosis 10 months ago survived opera- 
tion, and has not as yet bled again. 


(2) Splenic Vein Thrombosis 


Thrombosis limited to the splenic vein may result 
from any of the causes of thrombosis, but is probably 
rare. In such cases increase in pressure is limited to 
this vein, to its tributaries, and to its collaterals. It 
seems the most likely anatomical diagnosis in a patient 
referred to me by Dr. F. G. Hobson. 


As a boy of 2 years he had an infection which led to 
thrombosis of the inferior vena cava. At 14 he was acutely 
ill with abdominal symptoms, and it was concluded that 
further venous thrombosis had occurred. At 29 he had a 
sudden severe haematemesis ; after he had recovered large 


oesophageal varices were. demonstrated by radiography and 
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his spleen was found to be enlarged. Dr. Hobson and 
Professor Witts thought that he might be suffering from 
partial blockage of the hepatic veins (Chiari’s syndrome) 
or thrombosis of the portal vein or splenic vein. After a 
good deal of discussion I explored his abdomen. The liver 
was quite normal ; ali the collateral venous channels began 
in the spleen and passed chiefly towards the cardia. The 
splenic vein as such was absent, a number of small veins 
taking its place. The spleen was removed. He recovered 
from a most difficult operation and has had no further 
bleeding for 29 months, although his health has deteriorated 
for other and probably unconnected reasons. 

This is the only case in my series in which I have been 
reasonably certain of: the diagnosis of thrombosis of the 
splenic vein ; it was not associated with hypersplenism. 
I have made this diagnosis on several occasions, only 
to be proved wrong by the subsequent course of events 


or by necropsy, which showed either progressive hepatic 


cirrhosis or, in one case (see below), a cavernous haem- 
angioma in ‘the portal fissure. 

Comment.—Splenectomy should be considered in 
“congestive splenomegaly” when haemocytopenia is 
present and it precedes splenic renal end-fo-side venous 
anastomosis when that operation is chosen to attempt 
to reduce portal hypertension. It is also indicated in 
thrombosis of the splenic vein. — 


Miscellaneous Conditions 
i. Splenomegaly of Undetermined Origin.—This case 
presented many unusual features. 


At the age of 4 this girl was admitted to the Royal 
Hospital for Sick Children, Aberdeen. Her abdomen had 
been protuberant since birth, and the cause of this was a 
large spleen. Neither then nor subsequently was there any 
evidence of hypersplenism. Two years later she had two 
episodes of haematemesis and proved to have extensive 
oesophageal varices. At laparotomy in the Royal Infirmary 
of Edinburgh the liver appeared to be normal, and this was 
confirmed by microscopical examination of a portion re- 
moved at operation. The splenic vein was represented by 
a number of small veins which disappeared into a hard 
pancreas ; in one of these the pressure was 190 mm. of 
saline solution. Splenectomy was performed. She did well 
for 33 months, when she was again admitted to the Royal 
Hospital for Sick Children, Aberdeen, with an obscure 
febrile illness of which gastro-intestinal bleeding was one 
sign. Later, ascites appeared. Finally she died, and I am 
indebted to Professor John Craig for the findings at 
necropsy : 

“ Despite the intense fatty change, the general liver archi- 
tecture appeared normal, and there did not seem to be any 
evidence of a former cirrhosis. The larger portal tracts 
contained lesions of polyarteritis nodosa involving branches 
of the hepatic artery. Not only did the lesions vary in age 
but the size of the artery affected varied. In the kidneys the 
lesions of polyarteritis nodosa of varying stages were seen 
in arteries of varying sizes. The gastric mucosa showed 
mainly post-mortem autolysis, but situated almost immedi- 
ately under the mucosa was a small artery showing poly- 
arteritis nodosa. In the small intestine the changes were 
those of non-specific mucosal ulceration. It was of interest 
to note that almost invariably a lesion of polyarteritis nodosa 
was seen in the underlying submucosa and there was much 
distension of the neighbouring vessels.” 


Sulphadimidine had been given the day before admis- 
sion to hospital, but only after the illness had assumed 
its final form. It is to be noted that microscopical exam- 
ination of a portion of the liver at the time of the 
splenectomy had shown the organ to be quite normal. 
It is just possible that the original lesion may have been 
thrombosis of the splenic vein. 


2. Cavernomatous Transformation of Portal Fissure : 

The patient, a girl of 16, had had previous haematemeses 
at 5 and 8 years of age. Haematemesis recurred. without 
warning and at first was treated by transfusion. The spleen 
was enlarged, but the only evidence of hypersplenism was 
moderate thrombocytopenia (170,000). There was no radio- 
logical evidence of oesophageal varices. At operation the 
liver appeared to be normal, and the only visible collateral 


venous channels were in relation to the enlarged spleen. — 


The condition was thought to be due to thrombosis of the 
splenic vein, and splenectomy was performed. The patient 
was discharged from hospital three weeks later, when the 
platelet count had ‘risen to 575,000. She remained at work 
on a farm for 23 months and then suddenly had a large 
fatal haematemesis. The necropsy revealed large oeso- 
phageal varicosities. The reason for the portal hyper- 
tension was not found until the liver was cut open, when 
a haemangiomatous mass 5 cm. in diameter was found 
replacing the two terminal branches of the portal vein. The 
mass was examined microscopically by Professor Murray 
Drennan, who considered that it was a congenital malforma- 
tion (Pick, 1909) and not a collection of collateral veins 
replacing thrombosed portal branches. In the wall of the 
portal vein itself was a large calcified ulcer. Microscopical 
examination of the liver showed it to be normal in every 
respect. 

3. Tumours.—It is well known that the incidence of 
tumours in the spleen is low ; Krumbhaar (1927) stated it 
to be 0.1% of primary tumours and about 0.6% of secon- 
dary tumours. The reason for this low incidence is 
unknown. My only experience of splenectomy for 
tumour was in a patient whose spleen was enlarged as 
part of the picture of histiocytic medullary reticulosis ; 
the diagnosis was made only after microscopical examin- 
ation of the spleen. This patient died of the primary 
disease a year after her splenectomy. 

4. The Lipoidoses—Splenomegaly may occur in cer- 
tain disturbances of metabolism as a consequence of the 
excessive storage of lipoid substances in the reticulo- 
endothelial cells cf the spleen. These conditions require 
splenectomy only if the bulk of the spleen is disabling, 
or if there is pronounced anaemia, leucopenia, or pan- 
haemocytopenia from hypersplenism. I have removed 
the spleen for the second reason in Gaucher’s disease ; 
an aneurysm of the splenic artery was also present. Dr. 
Sherlock and I (1942) reported the case in detail. As 
is usual in such cases, splenectomy restored the blood 
picture to normal. 

5. Tuberculosis——I have had one case of tuberculosis 
of the spleen, in a middle-aged woman whose presenting 
clinical features were anaemia and splenomegaly. Un- 
fortunately her record has been lost, and I have been 
unable to trace her subsequent history. The operation 
made a considerable impression on me, because the liver 


_ was also affected, but only its left lobe, which was stud- 


ded with tubercles. Although a single one, this finding 
lends some support to the view that the flow of blood 
in the portal vein is streamlined, a view discussed in 
detail by McNee (1932a). The literature of tuberculosis 
of the spleen has recently been reviewed by Guild and 
Robson (1950), who record a case associated with poly- 
cythaemia vera. It would appear that enlargement of 
the spleen as the result of tuberculous infection leads 
to the same reduction in the numbers of erythrocytes, 
leucocytes, and platelets as is found in many other forms 
of splenomegaly. 

6. Splenectomy in Course of Other Operations.—On 
nine occasions the spleen has been removed during 
gastrectomy : in four patients—one of whom died—the 
operation was for peptic ulcer; in four for carcinoma _ 
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of the cardia, and in one (who died after operation) for 
an extensive gastric neoplasm which proved to be a 
sarcoma ; on two occasions the spleen has been removed 
with a carcinoma of the splenic flexure of the colon. 


Conclusions 


My ‘whole experience is summarized in Table II. 
Clearly it has been uneven, and it cannot be called ven- 
turesome or even exploratory. Except for certain mis- 
takes in diagnosis the indications for splenectomy have 


been orthodox. The operative mortality has not been 
prohibitive. 
TABLE II 
as No. of | Operative 
Condition Operation Cases tality 
Rupture of spleen -- | Splenectomy 1 0 
Thrombocytopenic 
ptomatic purpura | 
Congenital 
” 1 1 0 
Acquired haemolytic anae- 
Splenic neutropenia... 2 0 
Sp lenectomy 32 4 
; Ligation of of splenic artery 4 0 
Congestive lenectomy and splenic 
anastomosis 18 5 
Splenectomy and portal- 
caval anastomosis g.° 0 
Selene | Splenectomy 1 0 
Splenomegaly of 
mined origin . ee aa 1 0 
Cavernous 
of liver _ 1 0 
Histiocytic medullary reti- 
culosis . 1 
Gaucher’s disease ie 1 0 
Tuberculosis of spleen . ‘ 1 0 
Splenectomy in course of other operations a 2 
Totals .. as 123 16 


As I have reread my case notes, certain conclusions 
—perhaps not all new—have_been forced upon me. 


1. The rapidity with which symptomatic improvement 
usually occurs after splenectomy for idiopathic thrombo- 
cytopenic purpura and for congenital haemolytic anaemia. 
If one ligates the splenic artery at operation for idiopathic 
thrombocytopenic purpura, and waits long enough before 
completing the removal of the spleen, the bleeding-time falls 
although the spleen is receiving enough arterial blood for 
its nutrition. 

2. The curious lack of uniformity in size of spleens con- 
cerned in pathological processes. (a) In idiopathic thrombo- 
cytopenic purpura the spleen is rarely much enlarged. Yet 
an accessory spleen reproduces the disease clinically only 
after its size has increased. (b) In congenital haemolytic 
anaemia the spleen is enlarged. Again an accessory spleen 
must grow before it reproduces the disease clinically. 
There is something quantitative about this—quantitative in 
toxic substance, or in volume of spleen pulp, or in amount 
of reticulo-endothelial tissue. 

3. The temporary disappearance of hypersplenism after 
ligation of the splenic artery. There are two possible 
explanations: cessation of most of the blood flow through 
the spleen and reduction in size of the spleen. Whether 
one chooses the first or second (or both), again there is 
something quantitative about the sequence of events. 

4. The catastrophic rapidity with which splenectomy in 
a case of acute leukaemia is followed by the death of the 
patient, although the operation has been easy and the macro- 
scopic appearance of the tissues at necropsy (including the 
site of operation) possibly quite uninformative. 

5. In contrast to paragraph 4, the rapidity with which 
splenectomy will terminate acquired haemolytic anaemia in 
a proportion of cases of undetermined aetiology. 


These problems await complete solution by haemato- 
logists. In the meantime I propose to continue to Use 


splenectomy as a therapeutic measure when it is not 
definitely contraindicated. 


I am grateful to the many physicians and surgeons in Edinburgh 
and elsewhere who have entrusted patients to my care. The 
majority of the blood counts have been done by Professor 
Davidson’s staff; Mr. A. I. S. Macpherson gave assistance in 
tracing some of the patients, and Professor W. C. Wilson kindly 
furnished me with particulars of some of my Aberdeen cases. 
Certain of the operations were performed in my unit by 
Mr. T. McW. Millar, Mr. A. G. R. Lowdon, Mr. A. W. 
Wilkinson, and Mr. A. I. S. Macpherson. The coloured photo- 
micrographs were done by Mr. T. G. Dodds. 
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Despite the advances of the recent decades in scientific 
methods of investigation, conditions are not infrequently 
seen, particularly in neurological practice, which fall 
outside the well-recognized syndromes and in which it is 
possible to hazard only a guess at the aetiological and 
pathological processes involved. If the patient recovers 
the exact explanation may never be certain, but one 
experience of such a condition may enable it to be 
recognized again, and, even in the face of ignorance 
about its nature, some idea of its — course and prog- 
nosis may be formed. 


This was at one time the only sci available to 


physicians, and it is not surprising that occasionally 
quite different morbid processes were classified under 
the same clinical heading. 

It is possible that in classing together the three cases 
recorded below, all of which were seen in this unit 
within eighteen months, one may be guilty of the same 
error, but their clinical. features and course were so 
remarkably similar that it seemed highly probable that 
the same or a closely related pathological process was 
involved. The picture they presented was striking, and 
its exact form does not seem to have been previously 
described. 

The purpose of this paper is to draw attention to this 
type of case, to the possibility of complete recovery 
from an apparently moribund condition with total 
bulbar palsy, and to the necessity for sparing no effort 
to combat secondary infection and to maintain nutrition 
during this period. 

If it is correct to regard these cases as examples of the 
same condition, two showed it in its most severe form, 
while the third was milder and was arrested at an inter- 
mediate stage. 

Case ! 

A married warehouse forewoman aged 24 was admitted 
to hospital on January 15, 1949. Her previous history and 
family history were not relevant. She had had malaise with 
vague muscular aching for two weeks, and for one week 
increasing drowsiness with drooping of the lids, more marked 
on the left. The left corner of her mouth had dropped, and 
her gait had become a little unsteady. Four days later she 
saw double on lateral gaze, her speech became slurred, she 
had slight difficulty in swallowing, and felt numbness of the 
left face, arm, and leg. The drowsiness then. became over- 
powering ; there was difficulty in moving the eyes, and 
impairment of hearing. 


General examination on admission revealed no slaiens. 


mality, though she had a pyrexia of 99-99.6° F. (37.2- 
37.55° C.), and pulse rate of 100-120. There was no aural 
disease. She was very drowsy, but was easily roused to 
full co-operation, lapsing into sleep again as soon as con- 
versation ceased. The fundi and fields were normal. There 
was marked bilateral ptosis, and gross defect of conjugate 
ocular movement upWards, laterally, and to a lesser degree 


on convergence, downward movement being normal. Pupil- 
lary reactions were present. Fine and fast nystagmus to the 
right was present, slower and coarser to the left. The left 
masseter and temporalis were weak, and sensation was 
impaired over the left face. There was a bilateral facial 
weakness. Examination of the remainder of the nervous. 
system showed left-sided ataxia, weakness of the left 
abdominal reflexes, an equivocal left plantar reflex, and left- 
sided hypalgesia. 

Investigations.—X-ray films of skull and chest were nor- 
mal. Urine was normal. Cerebrospinal fluid: pressure, 
125 mm.; normal hydrodynamics and biochemistry; 26 
cells per c.mm., 90% mononuclear. White blood count 
16,000, 84% polymorphonuclears. Electroencephalogram:: 
bursts of high-voltage delta activity in all right-sided leads 
with: phase-reversal in the right temporal region. . 

From the time of admission for four weeks there was 
a slow, steady deterioration, the ptosis becoming complete 
and the eyes fixed except for some downward movement. 
Bilateral total paralysis of jaw, facial, palatal, and pharyn- 
geal muscles resulted in inability to hold her mouth closed 
or to lift her head off the pillow. She was unable to 
swallow or to speak, and deafness was marked. The 
remainder of the body appeared unaffected and her men- 
tal state was quite clear, though to a casual glance she 
appeared moribund. Nasopharyngeal secretions had con- 


stantly to be sucked out, but she would often attend to | 


this herself. She was fed by oesophageal tube twice daily, 
and the constantly threatening inhalational bronchopneu- 
monia was combated by full chemotherapy and penicillin. 

After remaining in this state for three weeks, with numer- 
ous episodes of respiratory obstruction, each thought to be 
her last, she made an indistinguishable sound, and three 
days later to our astonishment could enunciate recognizable 
words, while some movement returned to the eyes. After 
a week she was able to speak sentences, in 10 days was able 
to swallow fluids, and solids four days later; eye move- 
ments were limited only on upward gaze. 

There was a slow and uninterrupted improvement, but 
as she became more mobile it was apparent that, though 
eye movements were normal, and all the motor weakness 
had disappeared, she had developed a Parkinsonian facies 
with tremor of the head, and mild cogwheel rigidity of the 
limbs with tremor. The cerebrospinal fluid on March 31 
was normal apart from the Lange curve, which read 
4322100000. 

Her -further progress was followed in the out-patient 
department, and the Parkinsonian features gradually dis- 
appeared. By February, 1950, there was slight immobility 
only of the face, and six months later she was in all respects 
quite normal. 

Comment.—On admission the sensory, cerebellar, and 
mild pyramidal signs were all on the same side, and, 
with the gross defects of conjugate ocular movements, 
pointed to the main lesion being in the tegmentum of 
the midbrain, with evidence of involvement of lower 
centres developing later. It was striking how, at the 
height of the illness, when the patient was unable to see, 
speak, swallow, or expectorate the secretions which 
could be heard rattling in her throat, her mental state 


was perfectly clear and the power in her limbs excellent. 


She was very eager to listen to the wireless, and her 
deafness necessitated its being extremely loud. It was 
an unforgettable sight to see an apparently moribund 
patient, her wireless set at full volume, occasionally 
turning on the motor of the sucker to clear her own 


nasopharynx. 
Case 2 


A male 36-year-old works inspector had a history of 
general malaise and recurrent frontal headache for 
seven days, and increasing drowsiness for two days 
during which both lids tended to droop. On March 21, 
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1950, he tried to play table-tennis, but was too sleepy, 
a little unsteady, and unable to follow the ball quickly 
with his eyes. On the way home he saw double on lateral 
gaze. In the next two days all symptoms grew worse and 
he attended an eye hospital, where he was noted to have 
bilateral ptosis, non-reacting semi-dilated pupils, and slight 
weakness of lateral eye movements. The drowsiness and 
ptosis grew worse and he was admitted to the. Queen 
Elizabeth Hospital on March 27, where it was found that 
on being roused he was perfectly sensible and co-operative, 
but tended to sleep again if his attention was not held. 
Marked bilateral ptosis was present; the pupils were semi- 
dilated and fixed ; there was total palsy of conjugate move- 
ment upwards and of convergence, lateral conjugate move- 
ment was grossly defective, but downward movement was 
normal. Nystagmus to the left was present. There was a 
slight bilateral ataxia of the limbs and all tendon reflexes, 
were abolished. Other .systems were normal. His blood 
pressure was 150/85. 

Investigations—Blood count and W.R. normal.. X-ray 
films of skull and chest normal. Cerebrospinal fluid: 
pressite 125 mm.; hydrodynamics normal; containing 
less than one cell per c.mm.; protein, 40 mg. per 100 ml. 

In the next week there was little change, the drowsiness 
continuing, but on April 7 he was seen to have a total right 
facial paralysis. In three days this was better and a steady 
improvement ensued, the ataxia disappearing first, the pupil- 
lary reactions next returning, and convergence and lateral 
deviation approaching normal. The cerebrospinal fluid on 
April 11 showed 77 mg. of protein per 100 ml. and a normal 
cell count. Lange 2222111000. 

A month after admission the cranial nerves were normal, 
except for limitation of ocular movements upwards, and 
the tendon reflexes were just perceptible. Four weeks later 
the reflexes were normal, and after a further two months the 
eye movements became entirely normal. 

Comment.—Jt appeared at first that the march of 
events was following a course similar to that in Case 1, 
and a period of grave illness was expected. Pro- 
gression stopped, however, when facial paralysis had 
occurred, and recovery took place over a period of 
months. A striking feature was the abolition of tendon 
reflexes, which recovered pari passu with the cranial 
Lerves. 

Case 3 


A 24-year-old married woman, with two children, was 
admitted to hospital on June 1, 1950, for removal of an 


ovarian cyst. 


On admission, apart from symptoms relevant to the - 


ovarian cyst, she had had a throbbing frontal headache 
for one week. On June 6 she was missed from her ward, 


and no trace of her could be found. A lavatory door was | 


seen to be locked ; no response being obtained from within, 
it was forced open and she was found lying on the floor, 
apparently recovering consciousness after a faint. She had 
been vomiting, but not incontinent, and as there were no 
abnormal signs the oophorectomy was performed four days 
later. The cyst was simple. After full recovery from 
anaesthesia she remained drowsy, and ran a slight tempera- 
ture. On June 11 the drowsiness was worse, her speech 
became slurred, and she saw double to the right. During 
the next week the drowsiness increased, and on June 19 
there was obvious dysarthria. A secondary wound suture 
was performed on the 20th. Two days later she had a 
general convulsion, following which marked drowsiness, 
dysarthria, diplopia in all directions, and a doubtful bilateral 
facial weakness occurred. Full blood count, Wassermann 
test, and skull and chest radiographs were normal. Cerebro- 
spinal fluid pressure was 75 mm., and the fluid contained 
153 mononuclear cells per c.mm. with a normal biochemistry. 

Three days later a second convulsion occurred, and the 
day after this the electroencephalogram showed marked 
widespread abnormality with delta and theta activity. The 


cerebrospinal fluid now contained 67 mononuclear cells per 
c.mm. and the Lange curve was 2221100000. . 

There was now a steady deterioration, the drowsiness 
increasing and the dysarthria progressing to anarthria. Bi- 
lateral ptosis developed and conjugate ocular deviation 
upwards and laterally became defective, while convergence 
was impossible. Nystagmus to right and left was present. 
Bilateral facial, palatal, and pharyngeal palsy then developed, 
the motor element of the fifth nerve became paralysed, and 
the patient was unable to support her jaw and later to raise 
her head. Her eyes then became fixed and some deafness 
developed. Slight ataxia was the only abnormality in the 
rest of the nervous system. 

For a week she remained in this state, being fed by 
oesophageal tube, needing constant suction to clear the 
nasopharyngeal secretions, and appearing moribund; but 
there was then a gradual return of motor function, first in 


the movements of the eyes, then in the face and jaw, and, — 


finally, in swallowing. It became apparent, however, that 
a gross psychotic state was developing, with alternating 
periods of maniacal excitement and katatonia. By August 
there was return of normal power, but speech was difficult 
to understand, partly owing to the animal-like behaviour 
and noises which were features of her mental abnormality. 
After transferring her to a mental hospital her condition 
remained unchanged for several weeks. A slow but steady 
improvement then took place, and by the end of four months, 
apart from a slight dysarthria, she was mentally and physi- 
cally perfectly normal. 

Comment.—Owing to her admission to hospital for 
other reasons it was possible to watch the development 
of this patient’s illness from the onset, and it was 
remarkably similar to the other two cases, except that 
she had in addition two convulsions and possibly a third. 
From previous experience the course of her disease was 
foreseen, and her appearance and neurological state 
when at its worst were identical with those of Case 1. 


Clinical Features 


Onset and Development.—The gradual progression 
with evidence of daily more widespread involvement of 
the brain stem was one of the characteristic features. 
In Case 1 there was slow progression for four weeks, in 
Case 2 for two weeks, and in Case 3 for four weeks, until 
in Cases 1 and 3 there was almost total suppression of 
function of the third to the twelfth cranial nerves. A 
stationary period of three weeks, one week, and one 
week respectively was then followed by spontaneous 
remission over several months until complete functional 
recovery was achieved. 

General Symptoms.—Each patient had been unwell 
for a few weeks prior to the onset. One had pain in the 
back, another in the abdomen (attributed to the presence 
of an ovarian cyst). All three showed early mild pyrexia 
—99-99.8° F. (37.2-37.7° C.}—and two suffered from 
frontal headache for a week before the onset of other 
symptoms. There was no very severe headache, no 
vomiting, delirium, signs of meningeal irritation, or 
photophobia, nor was there any history of prodromal 
infections, skin eruptions, or recent. immunization 
procedures. 

Drowsiness.—This was a prominent early symptom in 
all three cases. It was that type of drowsiness seen in 


lesions of the midbrain, when the patient is easily “ 


rousab'e, intelligent and co-operative when roused, but 
rapidly sinks again into sleep when attention is no longer 
held. 

Oculomotor Disturbances.—Ptosis was marked from 
‘an early stage in two patients and developed after a 
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week in the third. Combined with the drowsiness and 
facial paralyses, it gave the striking similarity to the 
appearance of the three patients. Diplopia then 
occurred, mainly on lateral gaze, and was followed by 


. difficulty in moving the eyes, so that the whole head 


was turned to follow moving objects ; it was objectively 
demonstrable as a gradually increasing failure of con- 
jugate ocular deviation. Upward movement and conver- 
gence were most affected, lateral movement for a shorter 


time and to lesser degree, and downward movement 


hardly at all. In each case the eyes were practically 
fixed for a variable period, and recovery occurred in 
reverse order of development. 

Lower Brain-stem Involvement.—In two patients 
total bilateral paralysis of the motor part of the fifth 
nerve occurred, it was impossible for them to support 
their jaws, and in one sensation on one side of the face 
was defective. Bilateral facial palsy developed in two 
and right-sided palsy in one. In two cases the muscles of 
the palate, pharynx, tongue, and sternomastoids then 
became so weak that the patients had to be fed by oeso- 
phageal tube, and were unable to raise their heads 
from the pillow. Dysarthria accompanied this, and 
proceeded to a total anarthria. Bilateral deafness, 
developing at the same time, made contact with the 
patients increasingly difficult.- In one case this phase 
lasted for three weeks, but in the second for one week 
only, and at no time was there evidence of involvement 
of respiratory or circulatory centres. 

Remainder of the Nervous System.—This was com- 
paratively little affected. No motor weakness of trunk 
or limbs was seen at any time, and signs of pyramidal- 
tract involvement were seen only in one case, and then 
very slight and doubtful. All three showed a mild but 
recognizable ataxia of arms and legs, and in one patient 
there was total abolition of all tendon reflexes. Case 1 
had a hemihypalgesia affecting the whole body on the 
left side. 

Evidence of Cortical Involvement—Two, possibly 
three, major convulsions occurred in one patient, and 
in two the electroencephalogram was abnormal, the 
abnormality disappearing in one as the patient recovered. 
The late development of a psychotic state in the third 
was not marked by definite symptoms recognizable as 


' cortical in origin, but may none the less have been due 


to disturbance of cortical or diencephalic function, or 
simply to a general disorder of mind resulting from 
grave and terrifying illness. 

Laboratory Investigations. — The electroencephalo- 
graphic findings have been mentioned. All radiographic 
studies were normal. . The pressure of the cerebrospinal 


~ fluid was normal, but in two cases there was a marked 
- mononuclear pleocytosis without biochemical change, 


whilé in the third the protein rose without cellular 
reaction. A paretic Lange reaction was seen in all 


three. 
Course and Sequelae——Slow neurological recovery 
over a varying period was seen in each case, the time 
taken for complete restitution of function varying from 
two to ten months. In Case 1 there was a period of 
typical Parkinsonism lasting two months, which also 
completely recovered. In Case 2 there were no 
sequelae, and though in Case 3 neurological recovery 
was complete the development of a psychotic state 
necessitated institutional treatment. This, however, was 
only temporary, and mental recovery was also perfect. 


Nomenclature 


‘ A purely descriptive term has been employed to 


classify this condition. It is unfortunate that an 
“encephalitis” is so often loosely diagnosed when a 
grave but unexplained cerebral disturbance is seen, and, 
despite the fact that the pathological lesions in the most 
famous of all encephalitides—the encephalitis lethargica 
of von Economo—were particularly to be found in the 
substantia nigra and periaqueductal region of the mid- 
brain (von Economo, 1931; Weil, 1946; Scheinker, 
1947; Lichtenstein, 1949), it is often assumed that the 
term signifies mainly involvement of the hemispheres, 
and bulbar poliomyelitis and polio-encephalitis are not 
necessarily considered synonymous. Though the hemi- 
spheres appear to have been affected in at least two of 
these cases, the main brunt of the disorder was borne 
by the midbrain at first and later the lower brain stem. 
The terms “ mesencephalitis ” and “ rhombencephalitis ” 
have therefore been suggested. 

The suffix “itis” may be open to criticism. The 
alternative would be “ mesencephalopathy”—a term 
which is neither euphonious nor indicative of the belief 
that we are dealing with an inflammatory process. 


Discussion 


It is open to question whether anything is to be 
gained by describing a clinical picture entirely without 
pathological material, and in the face of the ever-present 
possibility that one is dealing with three entirely 
different conditions. The similarity of these cases at one 
stage of their disease was, however, most striking. The 
bilateral ptosis with fixed eyeballs and bilateral facial 
palsy and the gross bulbar palsy in Cases 1 and 3 gave 
to these so moribund an appearance that recovery 
seemed impossible, yet it could be seen that excellent 
power remained in the limbs, and if they were able to 
make their wishes known sphincteric control was perfect. 

It may be said that this similarity was due only to the 
site of the lesion in each case and that the pathological 
processes may have been entirely different. It seemed, 
however, to be more than this, for, apart from_the 
anatomical structures involved, the course of the disease 
was so similar, with its division into three stages charac- 
terized by gradual development involving first the mid- 
brain and then the lower brain stem ; a variable period 
of maximal disability in which two of the patients 
appeared moribund; and then even more gradual 
regression to final total neurological recovery. The 
experience of the first case enabled us, when seeing the 
other two, to give a prognosis and adopt a course of 
nursing care based on the assumption that there would 
be a period of grave disability which, if all measures 


were taken to maintain nutrition at its highest level even — 


when the patients’ condition appeared hopeless, would 
be followed by gradual complete recovery. In one case 
the progression seemed to be arrested at an intermediate 
stage, but in the other the train of events we anticipated 
happened, and it was disappointing, when complete 
neurological recovery had occurred, that the develop- 
ment of a psychotic state necessitated treatment in a 
mental institution, even this, however, totally recovered. 

The aetiology is quite unknown. The gradual develop- 
ment to maximal disability with subsequent recovery 
seems to eliminate vascular thromboses, haemorrhages, 
or emboli. The total recovery argues against neoplasia, 
and this makes equally unlikely a pyogenic abscess, 
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particularly in the absence of any infective process else- 
Cobb, 1924) appears to be excluded by the repeatedly 
negative blood and cerebrospinal fluid Wassermann 
reactions, and there was no exposure to known neuro- 
toxic agents. _ 

The “ acute superior haemorrhagic polio-encephalitis ” 

of Wernicke is associated with dietary deficiencies— 
either primary or secondary—has a more acute onset, 
and, though dysarthria and seventh-nerve palsy may 
occur (Spillane, 1947), the gross bulbdr palsies seen in 
Cases | and 3 and the cerebrospinal fluid changes do not 
occur. 
A very similar picture may be caused by botulism, 
but the onset is again more acute and the spinal fluid 
normal (Kinnier Wilson, 1940). There was no history 
of exposure to infection or of gastro-intestinal 
disturbance. 

Hunter (1949) described an encephalopathy occurring 
after anaesthesia, which might be considered in Case 
3; but that patient’s first manifestations appeared be- 
fore the operation, the cases described were all fatal, 
and none showed any localization in the brain stem, 
the clinical picture bearing no resemblance to these 
cases. 

Practically all the common infectious diseases which 
have an encephalitis as a complication have been known 
to show clinical involvement of the brain stem (Kinnier 
Wilson, 1940), but the gross bulbar palsies are not seen, 
and there was no history of affection with or exposure to 
any of these conditions. 

The two most attractive possibilities remaining are the 
demyelinating conditions, such as disseminated sclerosis 
and the primary infections of the nervous system pre- 
sumed to be of virus origin. The course of the disease, 


the defects of ocular movement, the ataxia, and the ~ 


spinal fluid changes could be explained by a plaque of 
sclerotic tissue developing in the tectum of the mid- 
brain, but the absence of pyramidal-tract involvement 
and the predominance in the second stage of lower 
motor neurone paralyses make this diagnosis very 
unlikely. 

All the various features, however, could be explained 
by an infective process of virus origin, the main brunt 
of which was borne in the early stages by the midbrain, 
but which later extended to involve the lower brain stem, 
reached its maximum, and then recovered. In Case 2 
there was in addition abolition of the tendon reflexes, 
which totally recovered ; and, indeed, the gradual onset, 
the period of maximal disability, and the subsequent 
gradual recovery are very similar to the course of the 
so-called infective polyneuritides which are widely 
accepted, though without proof, as being due to virus 
infection. In this relation it will be noted that a mild 
albumino-cytologic dissociation was present in the 
cerebrospinal fluid in Case 2. 

It will be recalled that Guillain and Kreis (1937) des- 
cribed a “mesencephalic type of the Guillain-Barré 
syndrome ”—but this-was so-called because the clinical 
evidence suggested that certain of the cranial nerves 
originating in the brain stem were involved, and there 
was not the involvement of the parenchyma of the 
brain stem as suggested in these cases, nor was there a 
_ bulbar palsy. 

Several unusual forms of encephalitis have been seen 
in this country in recent years, and four main groups, 
classified by pathological examination, have been 


“ Mesencephalitis syphilitica” (Wilson and. 


reviewed by Greenfield (1950). Predominant inyolve- 
ment of the brain stem was not a feature, and they ended 
fatally. 

In the 1941 North Dakota epidemic of encephalitis 
there was pathological evidemce of severe brain-stem 
involvement, but the onset was very sudden, with high 
fever and neck rigidity, and the whole clinical picture 
was quite different from our cases (Weil and Breslich, 
1942), remarks which apply also to the 1938 epidemic in 
the same area (Breslich et all, 1939). 


Pathologically the mesencephalon was most severely 


' affected in the St. Louis epidemic of 1933, but here again 


the onset was marked by signs of meningeal irritation, 
and oculomotor palsies were absent throughout (Weil, 
1934). 

Might our cases, however, be examples of encephalitis 
lethargica ? All three presented a phase similar to that 
seen frequently during the major epidemics, and it will 
be recalled that Case 1, during the phase of récovery, 
passed through a period of typical Parkinsonism. Von 
Economo (1931) stresses the great variety of clinical 
manifestations which may be produced by the: disease 
which bears his name, and writes: “TlInesses of the 
nature of acute bulbar paralysis, which terminate fatally 
or end im recovery, have not only been observed in com- 
bination with the three ‘basic’ forms but also as 
isolated occurrence. These disturbances were usually 
transitory and benign.” He refers also to epidemics of 
bulbar paralysis in Germany—but in these cases the 
paralysis was only partial, and it is not clear on what 
grounds many of the cases were distinguished from 
poliomyelitis. Psychotic phenomena, such as were seen 
in Case 3, were also common during the major 
epidemics. 

In our cases, however, even the Parkinsonism in Case 
1 completely cleared up, the onset was always gradual, 
with little or no systemic disturbance, and no reversal 
of sleep or respiratory rhythm occurred. There have 
been no proved cases of the disease in this locality, 
and bulbar symptoms of such severity, which even if 
recorded are very rare (Brain, 1947), were predominant 
in Cases I and 3. 

The severity of the bulbar signs, and the predominance 
of the lower motor neurone involvement, are very 
similar to that seen in bulbar poliomyelitis. The gradual 
onset and progression, the absence of meningitic signs in 
the earliest stages, the great prominence of the supra- 
nuclear or nuclear ocular disturbances, the absence of 
respiratory and circulatory centre involvement in the 
presence of gross medullary disease, the paucity of the 
cerebrospinal fluid changes, and the total recovery of the 
paralysed muscles without wasting are very unlike the ~ 
ordinary picture of poliomyelitis. 

It is interesting, however, that the clinical picture des- 
cribed above was seen for the first time in this area 
during the years when, also for the first time, polio- 
myelitis has become a serious problem. Outbreaks of 
presumed virus disorders of the nervous system during 
or in relation to outbreaks of poliomyelitis have been 
observed before (Ottonello, 1939 ; De Sanctis and Green, 
1942; Stapleton, 1949). One occasionally hears of 
patients who. develop some strange apparently infective 
neurological disorder after contact with poliomyelitis 
(Sandifer, 1950). The virus responsible for this disease 
is now known to be divisib!e into at least three main 
groups with different immunological patterns (Bodian 
et al., 1949), and infection with one group does not give 
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immunity to reinfection with another (Bodian, 1949). 
The full extent of these groups is not yet known, and it AORTIC ANEURYSM ASSOCIATED 


seems not impossible that infection with a virus of 
attenuated virulerice might produce a condition similar WITH ARACHNODACTYLY 
in many ways to poliomyelitis but differing in certain ‘ BY 
features, and particularly in course. Alternatively, is it 

M. F. MOSES, M.B., B.S., D.C.H. 


possible that previous mild subclinical infection might 

greatly modify the course in a manner similar to the 
modification of smallpox produced by previous vaccin- 
ation? Problems such as this will remain unsolved Marfan (1896) published the first report of a congenital 
until methods of research into virus diseases are simpler deformity of the limbs, especially of the distal parts, with 
and more generally available ; but there exists a wide lengthening and narrowing of the bones. The name 
field for investigation in this respect into many. of the arachnodactyly (spider fingers) was suggested by 
obscure transient disorders of the nervous system, in Achard (1902). In addition to the various skeletal 
which the diagnosis is so often, as in these cases, deformities, anomalies of the eye, external ear, and 
cardiovascular system have been described. Cardio- 
s , vascular abnormality was noted by Rados (1942) in 64 
Three cases are described of a condition characterized by out of 204 cases and by Ross (1949) in just over . fifth 
drowsiness, total oculomotor palsy, facial palsy, ataxia, and, of 117 cases. The number -of ‘reported necropsies is 
in two, total bulbar paralysis and anarthria. small. Tobin et al. (1947) reviewed 12 cases and added 
All the cases progressed slowly to maximal disability, two ‘Wo of their own. Reynolds (1950) had found seven 
of the patients becoming moribund. They remained at this More reports and added two of his own. There were 
also single case reports by Strayhorn and Wells (1947), 


stage for variable periods, and slowly improved until total 
neurological recovery was attained. cs Spickard (1948), and Vivas-Salas and Sansén (1948). ° 
The differential diagnosis is discussed and a possible In half of the necropsies typical aortic lesions were 
relationship to poliomyelitis considered. present. Baer et al. (1943) and Tobin et al. (1947) re- 
We wish to express our thanks to Mr. P. Jameson Evans for POT ted two cases each. Weill (1932), Etter and Glover 
(1943), Vejdovsky (1946), Uyeyama et al. (1947), Stray- 


Late Postgraduate Registrar, Central Middlesex Hospital 


speculative. 


referring Case 2. 
— . . horn and Wells (1947), Spickard (1948), Lutman and 
Neel (1949), Lindeboom afd Bouwer (1949), and Rey- 
. . Howe Hi. A’ (1949). Ibid. 49, 234. nolds (1950), each reported a single case. In nine of 


a Morgan, I. M., and Howe, H Pye 
Ww. of the Nervous System. Oxford these 13 cases the’ histology of the aorta was reported. 

Breslich, P. J., Rowe, P. H., and Lehman, W. L. (1939). J. Amer. Two more cases of arachnodactyly with associated 
med. Ass., 113, 1722. aortic lesions are reported here, together with post- 

De Sanctis, A. G., and Green, M. (1942). Ibid., 118, 1445. 2 é es 

Greenfield, J. G. (1950). Brain, 73, 141. mortem and histology findings. — 

Guillain, G., and Kreis, B. (1937). Paris. méd., 2, 244. 


Hunter, A. R. (1949). Lancet, 1, 1045. 
Lichtenstein, B. W. (1949). A Textbook of Neuropathology. ‘Case 1 
The patient, a 52-year-old unmarried woman, was admitted 


andifer, P. H. . Proc. roy. Soc. Med., 43,950. to hospital on September 10, 1949, on account of dyspnoea. 

Scheinker, I. M. (1947). Neuropathology. Thomas, Springfield. 
Spillane, J. D. (1947). National Disorders of the Nervous Her mother and father were not consanguineous. They 
System. Livingstone, Edinburgh. ; died aged about 70 years. The six other children were 
Stapleton, T. (1949). Lancet, 2, 310. = normal. In her infancy bilateral dislocation of the lens 
von Its Sequelae was noted, and in early childhood several operations on 
Weil, A. (1934). Arch. Neurol. Psychiat., Chicago, 31, 1139. her eyes were performed, since when she had worn glasses 
without disability. She gave no history of rheumatic fever 


_ ——— and Breslich, P. J. . J. Neuropath. exp. Neurot., 1,47. or chorea. She had felt well and worked as a housekeeper 
Wilson, S. A. K. (1940). Neurology, Arnold, London. until February, 1948, since when ‘she had experienced 


and Cobb, S. (1924). J. Neurol. Psychopath., 5, 44. of 
: became severe. She also complained of occasional retro- 
The Executive Board of the World Health Organization ternal pain, palpitation, increasing lassitude, loss of appetite, 
ended its eighth session on June 8 and decided to convene loss of weight, and recent nocturia. 
the next session in Geneva, beginning January 21, 1952. On examination she appeared a tall, thin woman with a 
The fifth World Health Assembly, commencing May 5, pained expression and a malar flush. Her limbs, hands, and 
1952, in. Geneva, will hold technical discussions on the feet were long and slender, with bilateral contractures of. 
economic value of preventive medicine and on the methods the toes. There Was a slight dorsal kyphoscoliosis. Her 
of health protection for local areas, as determined by the teeth were, irregularly spaced, and the palate was high and 
health, social, and economic needs of the population. The arched. Her ears were large and protruding. 
level of expenditure for 1951 was raised to $6,497,401 to Measurements.were: weight, 8 st. 5 1b. (53.1 kg.) ; height, 
provide for relief to the civilian population in Korea and to 5 ft. 6 in. (167.6.em.) ; span, 5 ft. 9 in; (175.3 cm.)—normally 
Turkish refugees from Bulgaria. Emergency action was’ the span is less than the height ; head. length, -17.5 cm. ; 
taken to help prevent epidemics in the famine-stricken areas head breadth, 15e¢.em., making +the céphalix index 0:88. 
of India; a sum of $30,000 was appropriated to purchase Thus there was a degree of -brachycephaly,.in..which the 
medical supplies for the prevention of cholera and malaria head is short and.broad with the. skull breadth at least 
outbreaks in North Bihar. British Somaliland was excluded four-fifths of the: Jength. .In most of. the’ recorded cases 
from the African yellow fever area. The Executive Board the skull is dolichocephalic, .orlong-headed. -There was 
requested preliminary work on four new international health scanty subcutaneous tissue, .and hypotonic , musculature. 
regulations, to deal with the control of malaria insect vectors Both eyes showed shimmering of the iris .after sudden 
in. international traffic, sanitation standards for airports, the movement of the head (iridodonesis). This is secondary 
international. pharmacopucia, and legal protection of inter- to subluxation of the lens, leaving the iris unsupported. 
national non-proprietary names for drugs. Visual acuity was right eye 6/60, left eye 6/9 with glasses. 
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The pulse was regular and the rate 84 a minute. There 
was gross precordial pulsation and arterial pulsation in the 
neck. The heart was grossly enlarged. A systolic and a 
diastolic murmur were heard to the right of the sternum, 
maximal over. the third and fourth intercostal spaces, and 
a soft diastolic murmur was heard at the apex with no 
accentuation of the pulmonary second sound. The blood 
pressure was 135/40 mm. Hg. There were no signs of 
cardiac failure. Screening of the heart showed gross left- 
sided cardiac enlargement, gross dilatation of the left auricle, 
a small forward bulge of the right anterior border of the 
ascending aorta but no dilatation of the aortic arch, and 
pulsation of the pulmonary vessels. The cardiogram showed 
evidence of left ventricular hypertrophy and left auricular 
dilatation. The Wassermann and Meinicke reactions were 
negative. The blood count and film were normal. An x- 
ray film of the skull confirmed the brachycephaly. The 
x-ray films of the hands and feet showed long metacarpals, 
the proximal and distal phalanges of the hands being rela- 
tively longer than the middle ones, and similar dispropor- 
tionate elongation of the proximal phalanges of the toes. 
The distal phalanges showed the usual minimal tufting. 

The clinical diagnosis was arachnodactyly with aortic 
aneurysm, aortic valvular incompetence, and mitral stenosis. 

The patient was discharged after 10 days’ rest. Her symp- 
toms remained unchanged until December 16, 1949, when 
she was readmitted with congestive cardiac failure. She 
died seven weeks later from a complicating purulent 
meningitis and suppurative pericarditis. 


Post-mortem Examination 


Dr. Walter Pagel performed the necropsy and histological 
examination. The heart weighed 820 g. (normal 250 to 300 g.). 
There was an acute pericarditis. The right heart was dilated, 
and the width of the right ventricular wall was 0.8 cm. 
(normal 0.4 cm.). The left auricle was dilated. There was 
no evidence of mitral stenosis in the usual sense, but there 
were two fairly hard plaques on the posterior leaf of the 
valve, 1 by 1 cm. and 1.5 by 1.3 cm. The left ventricle 
was dilated and elongated. The aortic orifice was 9.5 cm. 
(normal 2.5 cm.), There was a gross dorsal bulging on the 
posterior ‘walls of the aortic sinuses. In these areas the 
wall was translucent. The ascending aorta had a well- 
defined saccular aneurysm, 6 by 11 by 5 cm., in the region 
of the bulb of the aorta. At 5 cm. above the valves there 
was an intimal tear measuring 1.5 by 0.3 cm., but there 
was no evidence of an intramural haematoma (Fig. 1). The 
whole of the intimal surface of the abdominal aorta was 


smooth apart from arteriosclerotic plaques. In the abdomi- _ 


of the 


Fie. 1.—Case 1. Showing the saccular ane 
ich is other- 


ascending aorta, with a tear of the wall (arrow), w' 
wise smooth. 


Showing the abdominal aorta, in which there 
are two long tears (arrows). 


Fic. 2.—Case 1. 
nal aorta 21 cm. below the arch there were two long tears 
anteriorly, 3 and 5 cm. in length. Here also there was no 
sign of intramural or extramural haematoma (Fig. 2). There 
was a purulent meningitis. 

Dr. Normal Ashton, director of the pathology depart- 
ment at the Institute of Ophthalmology, reported that the 
eyes showed spherical sclerotic dislocated lens and atrophy 
of the iris and choroid. 


Histological Examination—In the region of the aneurysm 
of the ascending aorta, and in the abdominal aorta at the 
site of the tears, there was gross structural change of the 
aortic wall. This affected chiefly the media and also the 
thickened intima. It consisted of fragmentation and rarefac- 
tion of the elastic fibres, including the internal elastic mem- 
brane. In the gaps between the fragmented elastic fibres 
the ground substance appeared to be vacuolated and lique- 
fied—changes due to gross oedema. In these areas the 
Van Gieson stain revealed a breaking up of the collagen 
fibres with vacuolar degeneration. In the abdominal aorta 
at the site of one tear there was a deep defect extending 
through the intima, the media, and the internal layer of 
the adventitia. This break in the wall was occupied by a 
haematoma which had dissected the adventitia for a short 
distance (Fig. 3). The wall of one of the major branches 
of the pulmonary artery showed similar changes, and in 
addition there were cystic spaces in the media containing 
mucoid material that stained light blue with the toluidine 
blue stain. The mitral valve showed focal oedema and 
acellular thickening of the central valvular tissue. There 
was no evidence in any section of recent necrosis or cellular 
infiltration. The pituitary showed no gross changes. 


Case 2 


This patient, a 26-year-old unmarried woman, was 
admitted to hospital on November 25, 1950, with 
dyspnoea. Her mother, father, and three brothers had 
no developmental abnormality. All her father’s family 
were tall and thin. A maternal grandfather became 
blind at about 25 years. 

The patient’s birth was nedeael:- Her mother did not 
have rubella during the pregnancy. In infancy she had 
rickets. At 6 years of age her right eye was removed 
following unsuccessful needling of a congenital cataract. 
At 21 an x-ray film of the chest by an M.M.R. unit showed 
that the heart was deviated to the left, giving a prominence 
in the region of the pulmonary conus. There was no 
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Showing one of the tears in the abdominal 
H) in the adventitia. Haema-~ 


Fic. 3.—Case 1. 
aorta (arrow) with a haematoma ( 
toxylin and eosin stain (x 130.) 


history of rheumatic fever or chorea. She had worked 
as a shop assistant and felt well until three weeks before 
admission, when she complained of dyspnoea following an 
acute respiratory infection. 

On examination she was seen to have the slender build 
of arachnodactyly, with long and narrow limbs, hands, and 
feet. Her weight was 7 st. 2 lb. (45.4 kg.); her height and 
span both measured 5 ft. 84 in. (173.4 cm.). The palate 
was highly arched. Her ears were unduly prominent. Her 
skull and spine appeared normal. Her left eye showed 
iridodonesis and aphakia. 

Tachycardia and a collapsing pulse were present. The 
heart was grossly enlarged to the left. There were marked 
systolic retraction at the apex and prominent arterial pulsa- 
tion in the neck and the epigastrium. An obvious diastolic 
thrill was felt down the left sternal border and towards the 
apex. A blowing systolic and diastolic murmur at the base, 
maximal over the third and fourth left intercostal spaces, 
and a variable low-pitched diastolic murmur at the apex 
were heard. The blood pressure was 160/40 mm. Hg. There 
was mild congestive cardiac failure. 

An electrocardiogram showed evidence of well-marked left 
ventricular hypertrophy in a vertical heart. A radiograph 
of the chest and radioscopy confirmed the left ventricular 
hypertrophy. There was also an enlarged left auricle and 
pulmonary conus with little hypertrophy of the right 
ventricle, possibly secondary to muscular weakness rather 
than mitral stenosis. Radiographs of the hands showed 
considerable elongation of the phalanges, and of the lumbar 
region a slight scoliosis with lengthening of the vertebral 
bodies. 

The clinical diagnosis was arachnodactyly with aortic 
incompetence and probably mitral stenosis. 

The patient was discharged home after four weeks, taking 
digitalis. She felt well until shortly before readmission on 
March 1, 1951, with cardiac failure. The blood pressure 
was 175/0 mm. Hg. She died four days later. 
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Post-mortem Examination 

Dr. Walter Pagel performed the necropsy and the histo- 
logical examination. The heart weighed 650 g. after fixa- 
tion. | The right heart was moderately hypertrophied, the 
ventricle being 0.8 cm. thick. The foramen ovale was just 
patent. The left atrium showed moderate hypertrophy and 
dilatation, but the mitral valves were normal. The left 
ventricle was hypertrophied, being 1.8 cm. thick and dilated, 
maximally high on the left border of the heart. The aortic 
ring was grossly dilated, being 11 cm. in diameter, and the 
cusps showed rolled edges. The ascending aorta showed a, 
large aneurysm about 5 cm. in diameter extending to within 
4 cm. of the origin of the innominate artery. The descend- 
ing aorta showed minimal atheroma and transverse tears 
extending through the media (Fig. 4) situated at 19 and 
23 cm. from the bifurcation of the aorta. 

Histological Examination.—Gross structural changes were 
seen in the aorta from the region of the aneurysm and from 
the tears. These changes consisted of gross focal oedema, 
chiefly of the intima and also of the media, especially 


' around the tears. The ground substance in these areas had 


a myxoid (basophilic) appearance, and the Van Gieson stain 
showed absence of elastic fibres in the vacuolar spaces and 
islets of rarefaction elsewhere. The collagen fibres were 
thickened in the intima and thinned out in the media. The 
internal elastic membrane was intact. The tears in the aorta 
extended down to the adventitia. Similar changes to those 
described in the aortic wall were also seen in the coronary 
arteries, including their pericardial branches. In addition 
there was oedema and fibrinoid material in the subperi- 
cardial tissue, occasionally in an eccentric position to the 
arterioles. 

The changes in Case 2 appear to be less advanced than 
in Case 1, oedema being more conspicuous in Case 2. 
The changes are identical in principle, however. A 
further study of the histology will be made by Dr. Pagel. 


The 13 cases with aortic lesions had, in common, 
cardiac hypertrophy, deformities of the aortic ring, a 
variable degree of dilatation of the aortic sinuses and/or 
of the ascending aorta, and valvular thickening grossly 
resembling rheumatic lesions. There was no evidence of. 
syphilitic infection, except in a woman aged 23, with a 
positive Wassermann reaction, reported by Vejdovsky 
(1946). In seven cases there was also a dissecting 
aneurysm of the aorta, in four of which rupture 
occurred, resulting in a haemopericardium in three cases 


19 


Fic. 4.—Case 2. Showing the abdominal aorta, in which 
are two tears (arrows). 
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and once in a left haemothorax.- In two cases an asso- 
ciated patent foramen ovale was reported by Baer et al. 
(1943). 

In the 13 cases without aortic defects, three had 
normal! hearts, five had patent foramen ovale, one had a 
patent ductus, three had mitral valve deformity, one of 
which died from subacute bacterial endocarditis, and one 
had aortic incompetence which was probably rheumatic. 
Of these cases six patients died under 28 months of age. 
whereas all those with aortic lesions lived beyond the 
first decade. 

It has been assumed that the cardiovascular lesion 
associated with arachnodactyly is most commonly a 
patent foramen ovale. However, analysis of the 26 
reported necropsies together with the two cases presented 
here shows that aortic defects were present in over half 
of the total and in over two-thirds of the adult cases. 

Arachnodactyly often presents with subluxation of the 
lens, and Lloyd (1948) suggested that the condition be 
assumed‘to be present until shown otherwise. Tobin 
et al. (1947) advised that the formes frustes be considered 
whenever a dissecting aneurysm or unexplained aortic 
dilatation is encountered. 

The histology of the aorta always showed deficiency 
and rupture of the elastic fibres in the media, which 
usually contained cystic spaces. Tobin ef al. (1947) 
likened the appearance to medionecrosis arotae idio- 
pathica cystica, described by Erdheim (1930). Baer et al. 
(1943) concluded that the condition represented a con- 
genital maldevelopment. Uyeyama ef al. (1947) sug- 
gested a primary anomaly of the vasa vasorum, which 
is supported by the experiments of Schlichter ef al. 
(1949). 

‘Summary 

Two cases of arachnodactyly with aneurysmal dilatation 
of the ascending aorta and multiple aortic tears, without 
dissecting aneurysm or rupture, are reported. 

In cases of arachnodactyly with cardiovascular abnorm- 
ality it is suggested that the aortic defects occur as often 
as the better-known congenital heart lesions, such as patent 
foramen ovale. In the adult, aortic incompetence due to 
dilatation of the aortic ring and ascending aorta constitutes 
the usually associated cardiovascular anomaly. 

These aortic lesions, though resembling the results of 
acquired disease, are probably following upon a progres- 
sive weakening in an inherited congenital malformation 
of the aortic media. 


I wish to thank Dr. H. Joules for his interest and permission 
to report Case 1; Professor L. S. Penrose for his review of this 
case; and Dr. R. Asher for permission to report Case 2. I am 
most grateful to Dr. Walter Pagel and Dr. Norman Ashton for 
their post-mortem and histological reports; to Dr. Samuel Oram 
and Dr. Keith Ball for their helpful advice; and to Miss Beryl 
Burnett for the clinical photographs and the photomicrographs. 
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PERSISTENT ANXIETY AND 
TACHYCARDIA SUCCESSFULLY | 
TREATED: BY PREFRONTAL 
LEUCOTOMY 


BY 


G. D. F. STEELE, M.D., F.R.C.P.Ed., D.P.M. 


Psychiatrist, Maryfield Hospital, Dundee; Physician- 
Superintendent, Dundee Royal Mental Hospital ‘ 


The patient whose case is described below suffered from 
severe and continued anxiety, with constant awareness 
of persistent tachycardia, for 18 months before oper- 
ation. Throughout this period her case was personally 
managed by me. In spite of energetic psychological 
and physical treatment the illness increased in intensity, 
and for the last six months she had become bedridden. 
Prefrontal leucotomy produced a dramatic improvement. 
She was discharged seven weeks after operation, and 
five weeks later was doing all her domestic duties 
adequately. _One year after the operation she has 
remained well. Her mental equilibrium has been restored 
at the price of the familiar personality changes associated 
with leucotomy. These have not seriously impaired her 
functional efficiency. Both the patient and her husband 
believe the operation well justified. 

Case Report 

The patient was a married woman aged 35. Eight weeks 
before admission (18 months before operation) she suddenly 
became aware of the rapid beating of her heart. She was 
panic-stricken by the thought that she had heart disease and 
was going to die. Her doctor found no organic disease and 
told her that her heart was sound, but she could not accept 
this or the reassurance of a specialist who found no abnor- 
mality apart from tachycardia. Her anxiety increased and 
she was admitted to hospital. 

Her weight was 7 st. 14 Ib. (45 kg.) and her height 5 ft. 
14 in. (156 cm.). She was lean, but denied loss of weight. 
and there was no objective evidence of it. The pulse rate 
at rest varied between 110 and 120, rising to 150 on slight 
exertion. The blood pressure was 130/85. The heart was 
normal. There was no exophthalmos or thyroid enlargement. 
Examination of the chest was negative. Clinical examination 
revealed no abnormalities in other systems. 

Special Investigations——The basal metabolic rate, esti- 
mated on five occasions, gave the following readings: + 58, 
+35, +40, +56, +50. Electrocardiograms were repeated 
on several occasions, with negative results. Thyroid function 
assessed by tracer methods with radioactive iodine gave 
normal readings. All other routine and relevant special 
investigations were negative: these included examination of 
the urine, blood, blood sedimentation rate, blood cholesterol. 
blood Wassermann and Kahn, radiograph of the chest and 
heart, and radiological investigation to exclude retrosternal 
goitr 

Family History—The mother was described as an over- 
anxious type in impaired health who often complained of 
her heart. The father was a semi-invalid, following a head 
injury. He suffered from head pains, depression, and 
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irritability. The patient was sixth in a family of eight. In 
1941 a sister aged 33 died suddenly after a cerebrovascular 
accident while the patient was living with her. In 1943 a 


sister aged 35 died suddenly of cerebral embolism, 11 days . 


after childbirth. The patient adopted this sister’s child, who 
was subsequently found to have congenital heart disease. A 
third sister had had many operations and several mis- 
carriages, her general health was impaired, and she was 
unable to do much. Two remaining sisters were fairly fit; 
though both had suffered from “heart trouble” and one 
had had her activities restricted from childhood on this 
account. Two brothers were healthy. 

Previous History——Her childhood and school days were 
normal. Nervous traits were denied. She was of average 
intelligence and mixed well. Her work record was satisfac- 
tory. She married at 23. Her personality was mildly 
obsessional. She liked routine and tended to worry unneces- 
sarily about trifles. Her interests were limited, but she was 
comparatively well adjusted and lived alone throughout 
heavy ait raids relatively undisturbed. She denied any 
tendency to preoccupation with her health and compared her 
present lack of courage with her calmness at that time. In 
1941 she was operated on for a retroverted uterus. Two 
years later she miscarried. A febrile illness with muscle and 
joint pains followed in 1945, necessitating three months in 
bed afd a prolonged convalescence with frequent examina- 
tions of her heart, which she was told had been unaffected. 
An operation for a ruptured ectopic pregnancy was per- 
formed in 1946. She was very ill and required frequent 
blood transfusions. She experienced hot and cold sweats and 
felt she was going to die. After this she passed through a 
phase when she was nervous, irritable, unstable, and hypo- 
chondriacal. She recalled the sudden deaths of her two sisters 
and became preoccupied with the thought that she might be 
the third to die. She was not, however, aware of palpitation, 
and this episode of metal instability passed quickly. For 
the next eighteen months she kept reasonably well, but 
worried a good deal about the heart disease of her adopted 
daughter and her own inability to bear a child. 

Home Conditions.—The relationship between the patient 
and her husband was satisfactory. There were no financial 
or special difficulties. 


Course 


The acute anxiety continued. She was anxious to 
co-operate in treatment and get well. Frequent and regular 
psychotherapeutic sessions took place, with only transitory 
improvement. The resting pulse rate rose to 120. Sedation 
with sodium amylobarbitone gave little relief. Her weight 
began to fall, and modified insulin therapy was used to 
prevent further weight loss, but no significant improvement 
followed this.- She continued to have fears of death and 
episodes of panic. The tachycardia persisted and her er 
attitude to it remained unchanged. 

In view of the persistent tachycardia, which was little 
influenced during sleep, specialist opinion was again sought 
and further electrocardiograms were done. The report stated 
that the heart was normal and the symptoms psychologically 
determined. The patient’s mind became obsessed by an 
acute awareness of palpitation to the exclusion of all else. 
She was quite unable to accept or readjust herself to her 
tachycardia and became acutely agitated and hopeless in her 
outlook. A suicidal attempt followed. Electric-shock treat- 
ment was given because of these developments and a 
superficial improvement occurred; she became mildly 
euphoric and distractable. Careful examination, however, 
showed clearly that below this superficial veneer of well- 
being all the old symptoms continued. The tachycardia ™ 
unaffected. In two weeks a complete relapse occurred. 
second course of shock treatment was ineffective. Vader 
intravenous thiopentone her talk was restricted to the bump- 
ing of her heart, which she said she could not tolerate, and 
suicide, and how this could be accomplished. 

_ At this stage she had been confined to bed for almost six 
months, and her illness was of 18 months’ duration. All 


treatment had been unsuccessful and the outlook seemed. 
bad. In view of this and the intense self-awareness and 
severe mental tension, bilateral prefrontal leucotomy was: 
recommended. Both the patient and her husband readily 
consented and the operation was performed on January 21, 
1950. 

Progress : 

First Week.—For two or three days after operation her 
memory and orientation were disorganized. She was discon- 
nected in her talk and irrelevant in her replies. There was 
incontinence of urine for one week. 

Second Week.—She got up and was usefully employed in 
simple ward duties and in the occupational therapy depart- 
ment, where she was especially encouraged. Striking features 
were the complete absence of tension, the calm facial 
expression, and the reduction of the pulse rate. The latter 
now ranged between 78 and 100 and averaged 85 when the 
patient was ambulant; for many months before operation 
it had varied between 110 and 150 and averaged 120 at rest. 

Third Week.—She denied depression-and suicidal thoughts, 
and never mentioned her previous awareness of her heart, 
though she was asked several times to describe the symptoms 
that worried her before operation. In reply to leading 
questions, however, ‘she recalled that palpitation had worried 
her greatly and said that even now she had not got rid of it 
entirely. She was aware of it from time to time if she 


hurried, but it did not disturb her: she gave this information . 


without evident anxiety as a circumstance to which she was 
indifferent. She was eager to get home. She was fully 
orientated and her memory steadily improved. 

Fourth Week.—Her husband reported that she was better 
and happier than she had been for years. Her attitude to 
life was more matter-of-fact and unemotional. Her excessive 
anxiety, not only about herself but about a multiplicity of 
matters that used constantly to exercise her mind, was much 
diminished. 

Fifth Week.—Her good progress continued. There was 
clearly emotional flattening, and special tests devised to 
assess objectively abstractive and learning ability showed 
considerable impairment, though she had been a woman of 
good aver*.ge intelligence. Another finding of interest was a 
reduction in the basal metabolic rate to +6. 

Seventh Week.—She was discharged from hospital and 
after a month’s convalescence took up her household duties 
again ; with these she coped adequately without help. Since 
discharge she has been seen regularly in the out- 
patient department and there has been no recurrence of her 
previous symptoms: 

On January 2, 1951, a year after operation, she was 
reported to be well, coping with her duties, and showing no 
evidence of anxiety. 

The salient features of this illness were severe persis- 
tent anxiety and tachycardia with raised basal metabolic. 
rate. Diagnosis included a consideration of the relative 
importance of physical and emotional factors in pro- 
ducing and perpetuating the syndrome. Heart disease 
and thyroid disease were reasonably excluded within the 
limits of current knowledge. Basal readings of the meta- 
bolic rate are often difficult to obtain in the presence 
of severe mental tension, and Murray (1950) has drawn 
attention to the high figures that may be recorded in 
such cases in the absence of hyperthyroidism. When the 
syndrome was related to the facts of the history evidence 
of emotional factors emerged which made their nature 
meaningful. The reason for their continuance in the 
face of prolonged treatment remains obscure. 

This case is representative of a group characterized by 
continued anxiety which responds disappointingly to all. 
reasonable methods of treatment, although initially the 
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progaosis is considered to be good. Many, notwith- 
standing their burden of mental tension, can be kept 
usefully employed by supportive out-patient treatment 
with short periods in hospital during exacerbations. 
For some, however, their distress becomes so over- 
whelming and their functional efficiency so serious'y 
impaired that they are obliged to remain at home or in 
hospital in a state of invalidism. 

The patient described here became incapacitated in 
this way, and leucotomy afforded a striking and con- 
tinued relief of symptoms. The general change in 
personality similar to that which has been described by 
others (Hoch, 1949) has not materially interfered with 
her social rehabilitation. 


F Summary 
A case is described in which persistent anxiety, tachy- 


methods: of treatment were successfully treated by bilateral 
prefrontal leucotomy. 

A year has passed without relapse. s 

The general change in personality has been compatible 
with excellent social rehabilitation. 

The case demonstrates some problems in diagnosis and 
treatment. 


* This work was done at the Bristol Mental Hospitals, and I am 
obliged to Dr. R. E. Hemphill for affording me facilities to study 
this case. I am particularly indebted to Dr. Max Reiss for assess- 
ing thyroid activity with radioactive iodine, to Dr. E. C. Turton 
for estimating the basal metabolic rates, and to Dr. K. R. L. Hall 
for carrying out special psychological tests. 
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CONGENITAL AFIBRINOGENAEMIA 
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Ceylon 


Bleeding, either spontaneous or due to trauma, may 
occur in a variety of conditions. One of these is due 
to a defect in the mechanism of blood-clotting. Hypo- 
theses regarding the mechanisms involved in blood- 
clotting have changed during the last few years, but one 
concept that has not altered is the conversion of fibrino- 
gen to fibrin by the enzyme thrombin. The following 
is a report of a case of congenital afibrinogenaemia. 


Case Report 

The patient was a male infant aged 11 months. His father 
was British and his mother of Eurasian extraction. The 
child was admitted on June 18, 1950, as an emergency 
for bleeding from the mouth. A lump had appeared on the 
right side of his face two weeks earlier and, as this would 
not resolve, the mother consulted her family doctor, who 
aspirated it from the inner aspect of the-cheek. The bleeding 
continued for 12 hours, ceased after “an injection,” but 
recurred. All attempts to arrest it failed, and the child was 
admitted to the Lady Ridgeway Hospital. In spite of treat- 
ment the bleeding continued for 24 hours after admission 


cardia and raised basal metabolic rate unresponsive to other © 


and then ceased. The mother noticed small “ blue” areas 
on various parts of the body—the right popliteal fossa and 
the left side of the chest—and she also stated that there 
was a tendency for three or four of these blue areas (each 
about the size of a halfpenny) to appear, especially on the 
chest and arms, whenever the child cut a tooth. With the 
eruption of the tooth the purpuric patches disappeared. 

The child was full-term, the delivery was normal, and his 
birth weight was 54 Ib. (2.5 kg.). Umbilical haemorrhage 
began on the third day after birth and continued for seven 
days. This was quite copious and ceased after the local 
application of tincture of ferric chloride. When the child 
was 2 months old he had an attack of macroscopic haema- 
turia for one night. 

As the father had left Ceylon his family history is not 
available. There is no consanguinity of parents. One 
elder sibling, aged 4 years, gave no history of bleeding or any 
other illness. 

The child was breast-fed for four months ; 
milk food was given for the next seven months. Orange 
juice in adequate quantities had been given from the age 
of 4 months. From the age of 7 months proprietary 
milk and cereal foods, calcium, and “abidec” drops had 
been administered. The infant could roll over at six months, 
but did not sit up at all. 

On examination the child was extremely pale, with an 
icteric tinge of the skin ; the tongue and lips were light pink 
in colour. A lymphangioma about the size of a lemon was 
present below the right lower jaw. There were a few 
localized areas of blue colour each about the size of a 


halfpenny over the left side of ihe chest, the right popliteal — 


fossa, and the right tibial region. The small patch on the 
chest disappeared after a few days. 

The child had an intermittent fever ranging from 100 to 
102° F. (37.8 to 38.9° C.). He was given penicillin, 100,000 
units three times a day for four days. 

A blood count on June 24 showed: haemoglobin (5.4 g. 
Sahli), 31.7% ; red cells, 1,820,00 per c.mm.; white cells, 
7,800 per c.mm. (P. 42%, L. 58%); size of red cells, 7.8 » 
(Pijper’s halometer); bleeding time, 24 minutes; clotting 
time, over 72 hours. On July 3 the marrow count showed: 
promyelocytes, 5%; myelocytes, 34%; metamyelocytes, 
6%; polymorphs, 13%; eosinophil myelocytes, 3%: 
lymphocytes, 1%; megakaryocytes, 1%; normoblasts, 
33% ; proerythroblasts, 4%. ; 

On July 6 a blood count showed: red cells, 1,820,000 per 
c.min. ; platelets, 60,000 per c.mm. ; white cells, 25,400 per. 
cmm. (P. 27%, L. 73%, E. 0%); reticulocytes, 3%; 
haemoglobin, 35% (Dare’s 5.6 g. %); colour index 0.96 ; 
bleeding time, 64 minutes; clotting time, over 48 hours.. 
Blood picture: anisocytosis, poikilocytosis, pessary forms, 
and polychromasia. Prothrombin time, over 24 _ hours. 
(Quick’s test, modified by Fullerton, 1940). (Control, 26 
seconds.) Plasma proteins: albumin 3.48 g. %, globulin 
2.22 g. %, fibrinogen ni]—total 5.7 g. Tests for fibrinogen: 
(1) heating plasma at 60° C., no clot formation ; (2) half 
saturation of plasma with NaCl, no precipitate. On the 
addition of “stypven” (Russell viper venom) no clot 
occurred even after 48 hours. The addition of 1 ‘ml. of the 
child’s blood to 0.5 ml. of normal blood resulted in clotting. 
suggesting that there was no antithrombic substance in the 
child’s blood. 

On July 7 the maternal grandmother's fibrinogen was 
0.28 g. per 100 ml. and the mother’s 0.21 g. per 100 ml. 
Oa July 10 the E.S.R. (micro-method) of the patient was 
4 mm. at the end of one hour. 

On July 8 the child was given a blood transfusion of 
180 ml. of whole blood. There was a severe reaction, the 
temperature rising to 107° F. (41.7° C.), and the transfusion 
was stopped. Owing to technical difficulties the transfusion 
was given into the internal saphenous vein after exposure. 
The superficial wound was sutured and the vein clamped 
at two points and ligated. Oozing continued from the 
margins of the incision, and the application of adrenaline 
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swabs cid not arrest the haemorrhage. The wound was 
closed with three mattress sutures. Menaphthone (“kapilon”) 
(vitamin K), 1 ml., was given intramuscularly. Slight oozing 
continued for two days after the transfusion and ceased 
spontaneously four days later. Oozing started again after 
two days ; it continued for eight days, but ceased 48 hours 
before death, on July 24—that is, 16 days after the 
transfusion. 

On July 20 stypven was applied locally. On the 21st 
sterile gauze was soaked with 5 ml. of adult blood and 
applied to the wound. This was repeated on the 22nd and 
apparently controlled the bleeding, but the child was very 
restless and started vomiting. On July 22, 23, and 24 20 mi. 
of the mother’s blood was injected intramuscularly each day. 
The child showed signs of dehydration on July 24, and 1 pint 
(570 ml.) of Ringer’s solution with 5% glucose was given 
intraperitoneally. He was very dyspnoeic and was placed in 
an oxygen tent but died the same day. Permission for a 
necropsy was refused. — 


Discussion 


Lack of fibrinogen may be either congenital or 
acquired. The acquired form may be transient and 
may be hypofibrinogenaemia or afibrinogenaemia. 
The cases reported by Moloney et al. (1949) and by 
Glanzmann et al. (1940) belong to the second category. 

The congenital form of the disease is subdivided into 
two types: hypofibrinogenaemia and afibrinogenaemia. 
The latter has been reported in 10 cases (Rabe and 
Salomon, 1920 ; Breckoff, 1924 ; Opitz and Frei, 1921 ; 
Macfarlane, 1938; Schénholzer, 1939, two cases; 
Glanzmann ef al., 1940 ; Castex et al., 1943 ; Hender- 
son et al., 1945 ; Corbett, 1947). It is an exceedingly 
rare condition and the period of survival is definitely 
shortened, though one patient was aged 22 at the time 
of the last report. Ours is the eleventh case and the 
first with any Oriental blood. All the reported cases, 
including our own, showed a haemorrhagic tendency 
throughout their lives. Five of these patients, so far 
as we have been able to ascertain, died during infdncy 
or childhood. Like our own, the others have died of 
bleeding, which could not be arrested, from minor cuts, 
cerebral haemorrhage, and an infected haematoma. 
Two siblings of two separate cases died of umbilical 
haemorrhage in early infancy. Their fibrinogen had 
not been estimated, because a deficiency had not been 
suspected. Rabe and Salomon’s original case lived to 
the age of 22 years, : 

In three instances the parents were first cousins. In 
our own case there was not only no consanguinity but 
the parents belonged to different countries, though the 
mother was partly of European extraction. Nine of 
the eleven cases were males; but the number is too 
small to be of any significance. Most of the writers 
do not mention the racial origin of their patients. Five 
of the eleven cases were in Germans, one was probably 
in a German Swiss, two were of British stock, one was 
South American, and one was Australian. They were 
all of pure white stock. , ; 

The bleeding time was definitely prolonged in all 
cases except two'(Glanzmann et al., 1940 ; Henderson 
et al., 1945). In our case it was 6} minutes on one 
occasion. The platelets were normal except in two 
cases in which they ranged from 50,000 to 425,000 per 
c.mm. In our case it was 60,000 per c.mm. Unfor- 
tunately the count could not be repeated. The E.S.R. 
was low in every case in which it was investigated. 
This is to be expected, as the sedimentation rate is 
found to depend on the fibrinogen content. | In our 


case it was 4 mm. in one hour by the micro-method. 
This method is not accurate, but owing to the difficulties 
of obtaining samples of venous blood a more reliable 
method could not be used. 

The blood is completely incoagulable. In ‘our case 
no clot was formed on two separate occasions even 
after 48 and 72 hours. 

In the capillary resistance test the positive pressure 
method (Hess) was used. No petechiae were seen: 
This agrees with the other reports. | No negative pres- 
sure method (Scarborough, 1941) was employed. . 

The prothrombin time (Quick) was over 24 hours. 
The same result was obtained in the case of Henderson 
et al. (1945). This is to be expected, as the ultimate 
substance necessary for clot formation—that is, fibrino- 
gen—is absent here. : 


Special Tests for Fibrinogen 

Fibrinogen is coagulated by heating plasma to 58° C. 
No clot occurred in our case even at 60° C. This 
absence has been confirmed by (1) total absence of 
fibrinogen in the estimation of plasma proteins ; and 
(2) no precipitate formed on half saturation of plasma 
with NaCl. That this non-coagulability was not due 
to the absence of thrombokinase was proved by add- 
ing Russell viper venom to the patient’s blood. There 
was no clot formation. Lastly, we had to prove that 
this absence of clotting was not due to the presence of 
some antithrombic substance. We did this by adding 
0.5 ml. of normal adult blood to 1 ml. of the patient’s 
blood. A clot formed in a few minutes. ll these 
facts prove that this was a case of afibrinogenaemia 
and that the absence of clotting was due to the lack of 
fibrinogen. 

Fibrinogen is found in normal blood plasma to the 
extent of 0.2 to 0.4 g. per 100 ml. Chemically it is‘a 
globulin. The main site of formation of this has been 
proved to be the liver (Drury and McMaster, 1928 ; 
Jones and Smith, 1930). They found that in hepat- 
ectomized rabbits, after replacement of circulating 
blood with defibrinated blood, no fibrinogen was 
formed, in contrast to controls, which showed 90% re- 
generation in six hours, the liver being the only site of 
formation. This readily explains the hypofibrinogen- 
aemia in liver diseases. Fibrinogen is also absent in 
certain toxic states like scarlet fever: this is probably 
due to a fibrinolysin. Doan (1949) states that there is 
in plasma a substance called plasminogen which gives 
rise to plasmin. Plasmin is a synonym for proteolytic 
enzyme activity or fibrinolysin. Fibrinolysin is con- 
cerned with the dissolution of fibrin and the destruc- 
tion of fibrinogen. In certain states, such as scarlet 
fever, the conversion of plasminogen to plasmin may 
be increased, thereby preventing the clotting of blood. 
In the albumin fraction of the -plasma there is an 
inhibiting enzyme, antiplasmin (Macfarlane and Biggs, 
1948). Thus the presence of antiplasmin explains the 
less frequent occurrence of hypofibrinogenopenic states. 
If there is more plasmin than antiplasmin fibrinolysis 
would be increased. 

Whether the bone marrow and the reticulo- 
endothelial system have any part in the formation of 
fibrinogen is doubtful, as shown in the experiments of 
Drury and McMaster. It is probable that in those 
states with bone marrow defect or infiltration some 


‘substance like plasmin may have been produced, as in 


the production of heparin in similar states by cytotoxic 
drugs—for example, nitrogen mustard and irradiation 
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(Allen et al., 1949). This is speculative. The thrombo- 
cytopenia present in these afibrinogenopenic states may 
be secondary and due to the excessive demand on plate- 
lets at the bleeding sites. 

Macfarlane has shown the critical level of fibrinogen 
to be 0.06 g. per 100 ml., below which blood clotting is 
inhibited. In our case none of the above-mentioned 
factors could account for the lowering of the fibrino- 
gen level. The plasma proteins show a normal 
albumin-globulin level and the A./G. ratio is 1.5:1. 
Clinically there was no evidence of any liver dysfunc- 
*tion, nor could the afibrinogenopenia be attributed to 
a toxic state. The condition here seems to have been 
due to some inborn defect of metabolism. 


Fresh blood or plasma transfusions may be effective.. 


Fraction I of Cohn (antihaemophilic globulin) contains 
the fibrinogen portion of plasma, and Diamond (quoted 
by Down, 194))-has reported its successful use in one 
of his patients, as a prophylactic to be given every third 
day. In our case no beneficial effect was shown by the 
blood transfusion. 

Summary 


A case of congenital afibrinogenaemia is reported in an 
infant of 11 months of mixed European and Asian parentage. 

Ten other cases collected from the ‘literature are also 
reviewed. 

The principal features in this case are the total absence 
of fibrinogen in the blood, the history of recurrent haemor- 
rhages beginning three days after birth, the complete non- 
coagulability of the blood, the increased bleeding time, the 
thrombocytopenia, and the low erythrocyte sedimentation 
rate. 

Death occurred from a severe haemorrhage due to a minor 
surgical wound inflicted for the purpose of giving a blood 
transfusion. 

An intramuscular injection of maternal blood was of little 
avail in arresting the bleeding. 

The aetiology of the hypofibrinogenopenic states is 
discussed. 

Our thanks and acknowledgments are due to Professors Milroy 
Paul and P. B. Fernando, Drs. Terence Perera, Soma Weeratunge, 
and W: J. Gomes, and Mrs. N. P. Fernando; we are also 
indebted to our technical staff, Messrs. Justin de Silva, T. Ratnam, 
and S. Dissanayake. 
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A CORNEO-SCLERAL SUTURE IN 
CATARACT EXTRACTION 


BY 


H. B. STALLARD, M.B.E., M.D., Hon.LL.D., F.R.C.S. 
Surgeon, the Moorfields Eye Hospital ; Ophthalmic 
Surgeon, St. Bartholomew's Hospital 


There is, I think, a growing trend of opinion, at least 
among some of the less conservative ophthalmic 
surgeons in this country and particularty in America, 
that a corneo-scleral suture is an important and purpose- 
ful essential in cataract extraction, both for the intra- 
capsular and for the extracapsular operation. Since 
1933 I have used a corneo-scleral suture in all cataract 
operations and have tried several methods of suturing. 
I have been impressed by the security that a properly 
placed corneo-scleral suture affords during operation 
and for the subsequent days of post-operative care. 

During operation the section may be quickly, 
accurately, and effectively closed immediately the lens is 
out of the eye, and so the rare but serious hazard of 
vitreous loss is either obviated or checked at once and 
catastrophe is averted. 4 

After operation the wound is kept securely closed over 
the critical period, during which a small degree of re- 
opening may lead to iris prolapse and hyphaema, due 
to the tearing of newly formed blood vessels bridging 
the lips of the section. It is evident that a corneo-scleral 
suture reduces quite appreciably the incidence of iris 
prolapse and hyphaema ; indeed, in the series of 80 cases 
in which the technique described below was used no case 
of post-operative prolapse and only five cases of 
hyphaema—2 mm. in two cases and 1 mm. in three cases 
—occurred, four of which were in patients known to be 
suffering from arterial hypertension. 

One corneo-scleral suture placed in the 12 o'clock 
mefidian is sufficient, but in cases in which the intra- 
ocular contents bulge forwards on completion of the 
section and in which the iris, despite accurate replace- 
ment, tends to move upwards and forwards towards the 
section wound, two or three corneo-scleral sutures are 
inserted at equidistant intervals in the section. In 
America some enthusiastic surgeons use as many as five 
sutures to close the wound securely. 

It is, I think, preferable to insert the corneo-scleral 
suture before the section is made, when it is technically 
easier to do this with precision and accuracy than is the 
case after the section has been made. It is argued that 
a disadvantage of this “ pre-fixed ” suture, as it is called, 
is the greater skill needed to bring the cataract knife out 
of the eye exactly between the two arms of the suture. 
With a good assistant holding the two arms of the suture 
apart at the right moment, and with the correct degree 
of tension, this technical point is not difficult for an 
accomplished surgeon. For those who make the section 
with a keratome and enlarge it with scissors this does 
not apply. 

Inaccuracy in the choice of exactly opposite points for 
the insertion of the needle in the lips of the incision is 
likely if the section is made first and the eye is soft. 
The slightest lack of precision in coaptation of the wound 
edges may lead to overriding of the section, with the 
immediate risk of aqueous leakage and a drawn-up pupil, 
and the ultimate complication of epithelium growing 
down into the wound. Also there is in some eyes, such as 
those of high myopes and those in whom the iris bulges 
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forwards, a hazard that extra manipulations around the 
section after this has been made may disturb the intra- 
ocular structures to the extent of damaging the anterior 
facé of the hyaloid membrane. / 

Instruments.—The instruments for this work must be 
exquisitely fine and in perfect order. Grieshaber’s 
needles at each end of a very fine 000 black silk suture 
are essential ; so are a fine scleral hook 0.5 mm. Jong 
bent back (not curved) at an angle of 45 degrees from 
the shaft, and a fine needle-holder (Down Bros. have 
made for me both-the hooks and the needle-holder to 
the desired pattern). Michaelson’s counter-pressor may 
sometimes be useful in delivering the needle through the 
cornea. 


Technique 

In using the suture described below it is essential to 
have an assistant whose dexterity and timing are skilful 
and flawless and who is able to keep his hands from 
obstructing the surgeon’s view and manceuvres. (This, 
however, does not apply when using the transverse 
mattress suture knotted at the corneal end which I used 
from 1933 to 1950, for with this suture the surgeon is 
able to do all the manipulation himself. It is, however, 
likely that with this suture in some cases deep closure 
of the section is not so exact as with the suture des- 
cribed below.) 

Orbicularis akinesia is effected by van Lint’s method : 
1 ml. of procaine hydochloride and adrenaline is injected 
around the ciliary ganglion and another 1 ml. into the 
belly of the superior rectus behind the equator. Surface 
anaesthesia and vasoconstriction is achieved by ametho- 
caine hydrochloride and adrenaline. The lids are re- 
tracted by sutures placed transversely near the lid mar- 
gins and fixed to the head drapings. A traction suture 
through the belly of the superior rectus keeps the eye in 
a forward position and looking slightly downwards. 

The bulbar conjunctiva is incised about 5 mm. above 
the limbus in the 12 o’clock meridian, and curved in- 
cisions, concave downwards, are made from this down 
to the limbus in the 9 to 3 o’clock meridian. The flap 
of conjunctiva is undermined to the limbus, from which 
it is cleared by a few light strokes from Tooke’s corneal 
splitter and is then reflected over the upper part of the 
cornea. 

Any obvious blood vessels in the 12 o’clock meridian 
at the limbus are touched with a heated probe for 2 mm. 
concentric with the limbus. A 


about 1 mm. in advance 


to traverse the incision, 
and when securely en- 
gaged in the’ corneal lip 
of the wound it is 
turned forward to 
emerge on the cornea 


of the conjunctival flap, 
which is now reflected 
upwards to expose the 
needle point. Seldom is 
there any difficulty in 
passing the needle 
through the cornea, but, 
if this is so, gentle 
counter-pressure around 


point is made with , Fis. 1— conjunctival flap 
Michaelson's counter- been reflested downwards 


pressor. The needle is at gage in the a 
junction, and immediately above 
removed and the strand this a 2-mm. incision is made — 


of silk which has a small cataract knife thro 
emerged from the of the co 
cornea is knotted with ’ ; 


, @ substantially large knot which is drawn back flush 


with the cornea. . 

The conjunctival flap is again reflected over the 
cornea, the edges of the 2-mm. limbal incision are 
retracted by scleral hooks, and the suture as it traverses 
the depths of the wound is either seized with fine plane 
forceps or caught with a hook and drawn out into a 
loop (Fig. 2 (1) ) which is laid on the temporal bulbar 
conjunctiva, placing the lower arm of the loop close to 
and parallel with the corneal strand of the suture and 
the upper arm alongside the scleral strand of the suture 
in the 12 to 6 o’clock meridian (Fig 2 (2) ), the latter 
with its needle attached. 

The section is then made, and as the cataract knife 
approaches the end of the section the assistant turns the 
conjunctival flap well down over the cornea so as to 
expose fully the site where the corneo-scleral suture 
traverses the incision. With a pair of plane forceps he 
takes hold of the corneal end of the suture together with 
the lower arm of the loop, and with another pair of 
plane forceps he does likewise ‘with the scleral end, of 
the suture and upper arm of the loop ; gentle traction is 
then made downwards with the former and upwards 


scleral hook held in the opera- 
tor’s left hand is now inserted at 
this site so that its shaft lies over 
the cornea in the 12 to 6 o’clock 
meridian. This hook, together 
with the superior rectus suture, 
fixes the eye and also retracts the 
anterior lip of the limbal incision 
made 2 mm, long concentric with 
the limbus vertical to its surface 
and about 0.5 mm. deep (Fig. 1). 
The incision opens under traction 
from the hook. Any bleeding 
points are touched with a heated 
probe. AGrieshaber needle held 
back-handed in a needle-holder is [| ~~ 
now passed through the-scleral lip _ 


2 


of the 2-mm. incision, and when 


Fig. opr g tye suture out of ee with hook. @) 
i F tion throu e site of the incision to show the passage of the suture and the knot where 
the needle: po en “ Poe gar hag the it lies at its exit on the anterior surface of the cornea. (3) Traction on the two arms of 
depths of the incision it is made the suture to allow the exit of the cataract knife in completing the section. _ 
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~ with the latter so as to separate the edges of the 2-mm. 


incision through which the suture passes. The surgeon 
then turns the cataract knife slightly forwards and up- 
wards to complete the section in the deeper layers of 
the corned-scleral junction between the corneal and 
scleral arms of the suture and so out through the 
‘original 2-mm. incision made for the insertion of the 
stitch (Fig. 2 (3)). 

The assistant releases his hold on the scleral arm of 
the suture, but, keeping the corneal arm in his grasp, 
_ gently lifts this so as to expose the root of the iris for 
a peripheral iridotomy. This done, the surgeon takes 
over the grip of the corneal arm of the suture, having 
first drawn the scleral end of the suture upwards so as 
to reduce the size of the loop sufficient to allow the exit 
of the lens from the section wound. The clamp hold- 
ing the traction suture through the superior rectus is 
released, and this suture is left lying in the 12 o’clock 
meridjan on the head draping. The surgeon then raises 
the corneal arm of the corneo-scleral suture in order to 
pass the capsule forceps into the eye and to proceed with 
extraction of the lens, either by the intracapsular or by 
the extracapsular technique. 

When the capsule forceps are in ‘place on the lense cap- 
sule the grasp of the corneo-scleral suture is released and 
the assistant, keeping his hand as flat as possible over 
the frontal region, holds the scleral end of the suture 
between -his finger and thumb so as to exert prompt 
and even traction on the suture as the lens emerges 
from the section. The loop of the stitch is at 
once obliterated; the knot on the corneal side pre- 
vents the suture from being pulled through by this 
manceuvre and at the same time is effective in coapting 
the corneal and scleral edges of the wound. This 
maneeuvre requires perfect timing and co-ordination by 
the assistant. It may be done by the surgeon in cases 
in which he uses the erisiphake and so has one hand 
free to manipulate the suture. With the wound securely 
closed the suture is held by pressing it against the supra- 
orbital margin with the pu!p of the index finger. A pause 
of a few seconds at this point after an intracapsular 
extraction will allow the face of the vitreous to become 
settled. 

If the iris is obviously in the wound it may be replaced 
whilst this hold on the suture is maintained. The needle 
on the scleral end of the suture is now held in a needle- 
holder, the conjunctival flap is gently lifted, and the 
needle is passed through the conjunctiva from its deep 
to its superficial surface about | ‘mm. above the site 
where it joins the cornea. The suture is then tied firmly 
enough to co-apt the edges of the section wound with- 
out producing any lines of tension in the cornea. The 
surgical knot is manipulated so that this runs down 
over the scleral exit of the suture and is thus above the 
stay-knot on the corneal side. 

Final reposition of the iris, if necessary, and wound 
toilet are then done, and if blood or soft lens matter lie 
in the anterior chamber these are removed by gentle 
anterior chamber irrigation. 

If the iris tends to bulge into the saientnl more than 
one peripheral iridotomy may be done and one or two 
more corneo-scleral sutures inserted to close the wound 
securely. Rarely is this nécessary. 

The conjunctival flap is replaced and its edges are 
co-apted with a few fine silk sutures tied firmly with the 
first loop of a surgical knot, so that after these have 
played their part for 48 hours they may separate spon- 
taneously from the conjunctiva. 


Results 


I have used this corneo-scleral suture at Moorfields 
Eye Hospital for one year in 80 patients, drawn from 
all strata of society and from the Dominions, India, 
Iraq, and Iran, of various sensibility about post-operative 
co-operation. Their ages ranged from 39 to 82. Some, 
who were very senile, were allowed out of bed on the 
day after operation, and a few had mental aberrations 
within 24 hours of operation from occlusion of both 
eyes, but suffered no harm to the operated eye after this 
disturbance and disorientation. In no instance to date 
has there been any infection -in the track of the suture. 
The suture makes no contact with the skin of the lids, 


_ which is completely covered with muslin gauze up to 


and over the lid margin ; a non-touch technique is used 
by the surgeon, and the assistant wears gloves. 

A very mild striate keratitis affecting the upper 3 mm. 
of the cornea was noted in 17 cases. It is no worse and 
of no greater incidence than in cases of cataract extrac- 
tion in which no suture has been used. The anterior 
chamber has never failed to re-form. There has been 
no case of iris prolapse, and post-operative hyphaema - 
I to 2 mm. has occurred in five cases. 

The removal of the, suture with very fine forceps al 
small de Wecker’s iris scissors is done most carefully 10 
days after operation, adequate surface anaesthesia having 
been effected by the instillation of amethocaine and 
adrenaline. 

It is difficult to know who should be acknowledged for 
the design of this corneo-scleral suture, for it. combines 
certain features practised by several surgeons, in par- 
ticular Maclean, Gomez, Lindner, and Leonardi. 


Summary 


A corneo-scleral suture for secure closure of the section 
in cataract extraction is described. Its advantages are the 
control it affords during operation and the security it has 
in either preventing or reducing the incidence of such post- 
operative complications as iris prolapse, opening of the 
wound, and hyphaema. There has been to date no compli- 
cation attributable to its use. 


Opening Nunthorpe Hall, near Middlesbrough, as a home 
for old people, Mr. Hilary Marquand, Minister of Health, 
said on June 22 that in 1901 the average man of 50 in Great 
Britain could expect to live to the age of about 69 years. 
The average woman of 50 had an expectation of living to 
be 70. In 1949 the average man of 50 had a good chance 
of living to be 72, the average woman of 50 of living to be 
76. That was a striking indication of the improvement in our 
health in the last half-century. This improvement in health 
meant that there were more elderly people to be cared for. 
In 1939 there were seven people under 65 for every one 


.above that age. To-day the proportion was 6 to 1, and in 


ten years’ time it was likely to be 4 to 1. The Government 
had recently been asking all employers to give elderly people 
a better chance to go on working as long as they were able, 
and it was going to set an example as an employer itself. 


For an elderly person who was still fit, light work was © 


healthier and more enjoyable than idleness. He hoped they 
would never see the day when families ceased to feel it their 
duty and pleasure to care for their own elderly members. 


But there were some old folk who for various reasons had / 
no relatives who could care for them. Local authorities . 


then had the job of caring for them. They had so far pro- 
vided 322 small homes with places for over 8,500, and they 
had arrangements with voluntary” associations for the care 
of over 6,500 people. There were also over 450 proposals 
for new homes on the way. The authorities were also pro- 
viding bungalows and flats for old people living together. 
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MULTIPLE SPONTANEOUS“ PSEUDO-FRACTURES ” 
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MULTIPLE SPONTANEOUS “PSEUDO- 


FRACTURES” OF BONE ie 
(MILKMAN’S SYNDROME) 
BY & 
STANLEY NOWELL, M.B.,_F.F.R. 
Consultant Radiologist, Wrexham Group of Hospitals 
P. R. C. EVANS, M.D., M.R.C.P. 
Consultant Physician, Wrexham Group of Hospitals 
F. KURREIN, M.B., B.S., D.C.P. 


Senior. Registrar, Pathology, Wrexham Group of 
_ Hospitals 


\ 


Parkes, in 1882 (quoted by Camp and McCullough, 


' 1941), found at necropsy a fracture in the rib of a 1-yedr- 


old child who had rickets. There was no ecchymosis or 


- other evidence of injury or repair. This may well be the 


first record of a “ pseudo-fracture.” 
Looser (1920a, 1920b) first described the radiological 
and pathological appearances. He showed that the 


‘radiolucent portion was due to osteoid tissue and that 


sometimes this projected out beyond the cortex. Milk- 
man (1930, 1934) described in detail the case of a 40- 
year-old woman with multiple “ pseudo-fractures ” and 
recorded her progress until death following the onset of 
diabetes. Three independent pathologists were asked to 
report on the bones. Two of them made a diagnosis of 
osteomalacia, while the third considered the lesion to be | 
a congenital bone dystrophy. 

Fairbank (1935) reported similar changes in osteo 


. malacia of dietetic origin which healed under calcium 


and vitamin-D therapy. He also menfions similar 
changes in the bones‘in osteomalacia due to idiopathic 
steatorrhoea. 

Since the appearance of Milkman’s paper numerous 
cases have appeared in the literature, especially on the 
Continent (Debray ef al., 1933 ; Hunter, 1935; Garcin 
et al., 1937; Leedham-Green and Campbell Golding, 
1937-8 ; Monier-Vinard, 1940.; Edeiken and Schnee- 
berg, 1943; Mackay and May, 1944); and it was 
assumed that multiple spontaneous “ pseudo-fractures ” 
of bone might occur in a variety of disease processes. 

Albright et al. (1946), in a comprehensive study, came 
to the conclusion that the syndrome is a manifestation 
of osteomalacia (or its juvenile equivalent, rickets). 
They point out that the biochemical findings are similar 
to those of osteomalacia, that the histopathology is that 
of osteomalacia, and that improvement or cure follows 
vitamin-D therapy. They reassert ‘that the fundamental 
mechanism in the causation of osteomalacia is the 
failure of prompt deposition of calcium salts in newly 
formed osteoid tissue, due to imbalarice in the calcium- 
phosphorus level in the body. They further stress that 

“ pseudo-fractures” are, in fact, true fractures pre- 
cipitated by minimal stresses and strains in osteomalacic 
bone. ' 

In view of the fact that the initial diagnosis of this 
condition ‘usually rests on the radiological discovery of 
the “ pseudo-fractures,” it is important to emphasize the 
necessity to look carefully for them in the bones of any 
patient who presents with a history of pain and weak- 
ness for months, or even years, in the extremities, pelvis, 
or chest wall. In those cases in which the pelvis and 


lower limbs are involved the gait will change to a duck- 


ment. 


" like waddle. A graphic description of the disability is 
given by a patient of Debray et al. (1933): “ Javais peur 
de me casser en faisant un mouvement.” 

The “ pseudo-fractures ” show typically as transverse 
zones of rarefaction, varying in width from 1 mm. to 
1 cm. They are multiple and, in general, symmetrical in 
distribution, and often occur in apparently normal bone.. 
According to Mondor and Leger (1947) their distribution 
is mainly as follows: ischio-pubis, ilio-pubis, femur, 
tibia, radius, fibula, iliac bone. Other common sités 
are the lower ribs and the. infraglenoid region of the. 
scapula. 

The commonest age is from 40 to 70 years, mainly i in 
women. In a typical case the lesions are seen in varying 
stages of development: (1) The earliest stage is a small 
triangular or semicircular infraction in the bony cortex.. 
(2) This extends slowly across the bone, wiping out the _ 
normal osseous pattern. This transparent band may be 
straight or wavy in outline and sometimes gives an “S$” 
or figure-of-8 appearance. (3) When the band has . 
extended nearly across the bone there is usually a well- 
defined condensation of bone closely above and below 
it, and also a thin crescent of calcification just external 
to the cortex on one or both sides. (4) Healing occurs 
slowly, sometimes taking one or two years under treat- 
When it is complete there is seen at the site a 
faint sclerosis with a small projection external to the 
cortex. (5) In any given case it is probable that at least 
one “pseudo-fracture” will have~ the typical fully 
developed appearance. (See Figs 1-5.) 

It will be clear from these observations that, when- 
ever such a lesion is found in the routine examination: 
of films for any cause, further radiological examinations 
should be made of the long bones, ribs, and pelvis, pres 
ferably with corresponding normal controls. 

. Radjo'ogically, these “ pseudo-fractures ” ‘have to be 
diffe ted from fatigue fracture, the increment frac- 
ture @f Paget’s disease and other bone diseases, and’ 


cough fractures of the ribs. 

Fatigue fractures are not multiple nor usually sym- 
metrical, though one may occur in each tibia. They 
produce normal callus within a few weeks, and this 
increases quickly (Hartley, 1942), while the only appear-. 
ance resembling callus in the “ pseudo-fracture” is the 
thin extracortical crescent of calcification. The radio- 
lucent zone in the developed “ pseudo-fracture ” is wider 
than the zone of porosis seen in a fatigue fracture. The 
zone of condensation above and below a “ pseudo- 
fracture” is denser, narrower, and better defined than 
that of the fatigue fracture. 

The increment fracture of Paget’s disease and of other 
more localized pathological conditions of bone is 
usually on the convex surface, is of a finely angled 
triangular shape with slightly irregular surfaces, and 
always occurs in areas of bone where the disease process 
shows definite pathological a RO on radiological 
examination. 

Cough fractures have all the appearances of ordinary 
fractures, with fairly sharp irregular edges, and on heal- 
ing there is more callus than in “ pseudo-fractures.” 

If multiple “ pseudo-fractures ” are seen radiologically 
the presence of osteomalacia can be presumed ; no more 
can be inferred, and it remains for clinical and bio- 

chemical examinations to discover the cause of the osteo- 
malacia. 

Albright et al. (1946) have classified the aetiology of 
osteomalacia as seen in the U. S. A. ‘They quote the —_= 
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Fic. 4. — well advanced “* pseudo-fractures.” in upper part 
of radius and ulna with commencing condensation. 


Fie. Pseudo-fractures ” seen in right lower ribs on “tim 
taken at cholecystogram examination. Type: well advanced. 


Fic. 5 healed in ulna. Faint 
condensation at site with very slight cortical thickening of 
shallow convex type at borders. 


of Albright and Ellsworth (1929), who found that the 
primary action of the parathyroid hormone is to cause 
increased urinary phosphorus excretion. This in turn 

* causes a lowering of the serum-phosphorus level leading 
to increased bone resorption with a rising serum-calcium 
fevel followed by increased calcium excretion in the 
urine. They also found that the serum-calcium level 
controls parathyroid activity. , 

Albright et al. (1946) proved that vitamin D increases 
calcium absorption from the gut and decreases phos- 
phorus excretion in the urine. They further found that 
the rise in serum phosphorus after vitamin-D adminis- 
tration is mainly due to decreased parathyroid activity 
secondary to raised serum calcium level. 

Two cases presented within a twelvemonth at the same 
hospital and a third case was seen by one of us (S. N.) 
at another hospital during that ‘time. 


Case 1 
Sears A smallholder’s wife, aged 35, was first seen in March, 
; ; : 1946. She gave a three-year history of weakness in the 
Fic. 2.—“ Pseudo-fractures” present ‘in third right 
femur, right pubic bone, and right ischium. Film taken when right thigh, with pain on standing. This had become worse 
patient first attended out-patient clinic. Type: moderately well in the preceding year and interfered with walking. During 
advanced. the previous three months pain and weakness affected the 


left calf and both fdrearms, so that she was unable to lift 
moderately heavy weights. It seemed that the symptoms 
improved spontaneously during the summer months. 
Her past history showed her to be a non-smoker and 
esotaller who had never worked with chemicals and had 
pra been abroad. She is emphatic that she has always 
\ eaten a normal mixed diet, though her appetite has never 
been large. She had lived on a smallholding or farm since 
1926 and had had no serious illness. There were two 
pregnancies, in 1935 and 1937, and after the latter she was 
° treated for anaemia with liver and iron for a short time.’ 
Fi —Early Careful and investigation failed to elicit any evi- 
“pseudo-fracture” in dence of steatorrhoea. Her family history was devoid of 
fibul 
any relevant facts. 
bone and shows the slight When seen in 1946 she was pale, there was tenderness of 
cortical elevation and some of the long bones, and her gait was duck-like. No 


semicircular infarction ther physical abnormalities were found. She was admitted 


ust d to the cortical 
to hospital for six weeks. 
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MULTIPLE SPONTANEOUS “ PSEUDO-FRACTURES ” 


Radiological examinations show ~ pseudo-fractures ” in 
the right femur, right and left pubis close to the sacrum, 
right ulna and fibula, right fifth to twelfth ribs, and left 
seventh to twelfth ribs. The long bones showed some slight 
calcium loss, and cortical thinning. 

She was treated by a full diet and physiotherapy together 
with 30 gr. (2 g.) of calcium lactate and two capsules of 
“ adexolin ” (2,000 iu. of vitamin D) three times a day. 
At the time of her discharge she looked, felt, and walked 
better. She continued on this regime at home. By July, 
1946, radiographs showed healing of the lesions. Her 
anaemia was still present, so she was given iron. By 
September, 1946, she was working normally, free from 
symptoms, and her anaemia had responded to treatment. 
When last seen in November, 1950, she was perfectly fit 
and symptom-free, though radiographs showed an unhealed 
“ pseudo-fracture”” in the os pubis. She has been taking 
iron and adegolin intermittently since 1946. 


Case 2 


A collier’s wife, aged 42, was a patient in a surgical ward 
in May, 1945, and she complained that for the previous 
seven years, since the birth of her second child, her left 
leg had been weak. During the previous two years the leg 
had been letting her down, and for 12 months the right leg 
had become weak and painful and she could walk only short 
distances with the aid of a stick. A week before admission 
she was noticed, for the first time in her life, to be jaundiced. 
While reporting on her Graham’s test one of us (S.N.) 
noticed “ pseudo-fractures” in the right lower ribs. The 
patient, however, discharged herself before investigations 
were completed. 

She was admitted again in August, 1946, suffering from 
severe jaundice. This had been present ever since her attack 
in 1945. On examination she was icteric, her liver was 
slightly enlarged, and the power in her right leg was 
diminished because of pain. Her gait was very unsteady. 

Radiological examination showed “ pseudo-fractures ” in 
both fibulae, both tibiae, both ulnae, and the right and left 
lower ribs. There was a little generalized osteoporosis. 
Laboratory findings showed hypochromic anaemia and con- 
firmed the diagnosis of parenchymatous liver disease. The 
glucose-tolerance test showed a normal curve ; the Wasser- 
mann reaction was negative. 

She was given 30 gr. of calcium lactate and high-potency 
“ ostelin ” tablets (50,000 i.u. of vitamin D) four times a 
day. Iron and physiotherapy were also given. 

After a month in hospital she went home and continued 
with this treatment. When seen in January, 1947, she was 
symptom-free except for her jaundice and was doing her 
own housework. Extra milk was prescribed and the ostelin 
reduced to one tablet weekly. 

In June, 1947, she stopped all treatment apart from extra 
milk. In October, 1947, she still had some hypochromic 
anaemia and was still jaundiced. Her alkaline phosphatase 
was 42 King-Armstrong units. The patient then defaulted, 
and was next seen when admitted in January, 1949, com- 
plaining of the gradual onset, in the previovs two months, 
of weakness and pain in her arms and legs. On this occa- 


sion her family and personal history were again carefully 


investigated, but no relevant facts were discovered. On 
examination she was icteric and pale. The liver edge was 
palpable 2 in. (5 cm.) below the costal margin with a hard 
non-tender surface. There was tenderness of the subcutane- 
ous border of the left ulna and the outer part of the left 
clavicle. Her gait was duck-like. 

Radiological examination showed healing of some of the 

* pseudo-fractures ” noted previously and fresh ones in both 


fibulae and in the left ulna. Laboratory investigations © 


showed hypochromic anaemia, low serum phosphorus, and 
normal serum calcium, and the results of liver-function tests 
were consistent with cirrhosis of the liver. To exclude the 
possibility of the de Toni-Fanconi syndrome (de Toni, 


1933; Fanconi, 1936) urinary amino-acid and mineral 
excretion were estimated, with normal results. investiga: 
tions excluded the presence of steatorrhoea. 

Treatment was instituted on similar lines as hetore, 
including 100,000 i.u. of vitamin D daily. After a stay of 
two weeks she was sent home and continued treatment there, 
Six weeks later she was free from bone pajn and her gait was 
more normal. In May, 1949, vitamin-D therapy was dis- 
continued for the time being, and - she felt well in spite of 
her jaundice. 

She was readmitted in October, 1949, with a history of 
the onset of ascites and sacral and lower-limb oedema two 
weeks previously. Laboratory investigations failed to show 
any new features. In spite of treatment she graduaily sank 
into cholaemic coma and died on October 31, 1949. 

At necropsy, 10 hours after death, the significant findings 
were the bile-stained cirrhotic liver and the bones which 
showed fusiform swellings at the sites of the by now com- 
pletely healed “ pseudo-fractures.” Histological examina- 
tion of many blocks from all organs of the body failed to 
show any significant changes except where naked-eye lesions 
had been seen at necropsy. The liver showed post-necrotic 
scarring (Himsworth, 1947). The bones showed no histo- 
logical evidence of any active osteotalacit: 


Case 3 


A woman aged 62 was referred to the radiological depart- 
ment of the Crewe Memorial Hospital in November, 1946, 
by her own practitioner for a radiological examination of 
the ribs and vertebrae. She was complaining of a -fairly 
localized pain in the region of the right ninth to twelfth ribs 
of some months’ duration, and the presence of a neuro- 
fibroma was suspected. 

The examination showed that “ pseudo-fractures,” fairly 
well established, were present in the right ninth, tenth, and 
eleventh ribs, and earlier ones were found in the left lower 
ribs. The dorsal vertebrae were normal. Films of various 
long bones failed to disclose any further “ pseudo-fractures ” 
and no appreciable bone porosis or calcium absorption was 
seen. The patient was never admitted to hospital, but was 
treated at home by her own practitioner with vitamin D and 
calcium, and there was much improvement in the symptoms. 
A year later it was reported that she was keeping well. 

In June, 1948, the pain again recurred, and she was 
referred for further radiological examination. On_ this 
occasion no “ pseudo-fractures”” were seen, but there was 
a slight thickening at the sites of the previous “ pseudo- 
fractures.” This bout of pain subsided rapidly. 

The patient ceased visiting the hospital in September, 1948, 
but a letter from her practitioner states that she is keep- 
ing in good general health “but has to avoid exertion 
involving her back muscles,” as this causes lumbago-like 
pain. No further radiological examinations have been 
carried out, and her doctor is of the opinion that the 
present pains are unrelated to any vitamin deficiency. 

Owing to the limited facilities available at the time and 
the patient’s age and rapid relief from pain, no extensive 
biochemical examinations were carried out. However, 
serum Ca and P examinations were within normal limits 
in 1946 and 1948 and no sugar or other abnormality was 


present in the urine. So far as could be ascertained there 


no deficiency in her diet, and the cause of her condition 
was presumably a mild degree of raised resistance to vitamin 
D. 
We are indebted to Dr. Francis Blacklay, of Nantwich, 
for the information he has supplied to us. ~ 


Although at first these three cases appeared to be very 
dissimilar, closer comparison of the findings make us 
believe that we have examples.of Albright’s group A 2 
(raised resistance to vitamin D: R. R. D.). A fully inves- 
tigated case of this type was reported in this country by 


: 
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McCance (1947). Our first case is a mild one, but in 
view of the still unhealed “ pseudo-fracture ” in her os 
pubis we think that only continued small supplementary 
doses of vitamin D will keep her symptom-free. 

The second case was for a long time a very great prob- 
lem. In many respects this patient resembled the case 
of the de Toni-Fanconi syndrome reported by Stowers 
and Dent (1947). This syndrome, which, however, 
usually occurs in children, consists of ‘“ pseudo- 
fractures” associated with rickets or osteomalacia, 
albuminuria, renal glycosuria, amino-aciduria, hypo- 
phosphataemia, and, frequently, cirrhosis of the liver. 
There is sometimes cystinosis with, or without, cystin- 
uria. There is oftet: consanguinity of the parents, and 
other blood relatives may show one or more features of 
the disease. Our patient, however, showed no albumin- 
uria, renal glycosuria, or amino-aciduria. . Extensive 
investigations failed to bring to light any relatives with 
featunés of the syndrome. 

We feel, however, that on the basis of her history and 
the other findings we have a case of Milkman’s syn- 
drome of R.R.D. type complicated by massive fibrosis 
of the liver following infective hepatitis. 

Another condjtion, atresia of the bile ducts in infancy, 
may be associated with rickets and “ pseudo-fractures ” 
(Gerstenberger, 1933). 


Summary 


The history and differential diagnosis of multiple “ pseudo- 
fractures” are discussed and fhree cases are described. 


Our thanks are due to Mr. John Young for the photographs 
of the x-ray plates. \ 
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In terms of man days India loses about a thousand millfon 
days per year on the basis of an estimate of loss of one year 
per sufferer from tuberculosis (Chairman’s Report, Tuber- 
culosis Association of India, 1951). During the last three 
years there was an increase of about 3,000 beds for tubercu- 
lous patients in India. Tuberculosis training centres are being 
established at Delhi, Trivandrum, and Patna, and it is hoped 
that in the future every State wil! have at least one of these 
centres. The Indian Government is encouraging the asso- 
ciation to train social workers, and every year there is a con- 
ference of tuberculosis workers. The last one was held at 
Hyderabad in February, and papers on domiciliary treat- 
ment, B.C.G., and so on were read and discussed. 


Medical Memoranda 


Aspiration Pneumonia Due to ‘‘ Lethane ” 
Hair-oil 


Lethane hair-oil is a mixture of equal parts of B-butoxy- 
8’-thiocyano diethyl ether and white mineral pil, and is 
commonly used in the treatment of pediculosis capitis. 
No reference to its toxic effects can be found in the 
current literature and standard textbooks other than one 


* fatal ease reported by Harrison (1947). He described 


the case of a woman who died before admission to hos- 
pital, but the case was complicated by an appendix 
abscess found at necropsy. 

In view of this it has been thought of intetest to report 
the following case. 


Case Report 


A boy aged 20 months swallowed 1 to 2 dr. (3.5 to 7 ml.) 
of lethane hair-oil. He immediately coughed and spluttered, 
and was then given salt and water and two teaspoonfuls of 
syrup of figs by his mother, but did not immediately vomit. 
He then became drowsy and dyspnoeic, and was coughing. 
About 18 hours later, on three occasions, he vomited previ- 
ously ingested food, then fell asleep, during which time he 
was seen occasionally to “twitch.” 

On admission to hospital on May 21, 1950, 24 hours after 
swallowing the lethane, he was drowsy, pale, and dyspnoeic, 
and was crying ; he also had a hard dry cough. His tempera- 
ture was 100.8° F. (38.2° C.), pulse rate 168, of good volume 
and regular, and B.P. 105/55. There was no meningism. 
Signs of bronchopneumonia were present at both lung bases. 
The spleen was just palpable. Tendon reflexes were present 
and-equal, and the plantar responses were flexor. A stomach 
wash-out was attempted, but was abandoned when the child 
vomited blood-stained mucus. | 

He remained drowsy and miserable for about two weeks. 
There was slight neck rigidity only on the day after admis- 
sion. The pneumonic signs, especially on the right side, 
increased for three or four days, then gradually diminished. 
An intermittent pyrexia up to 103° F. (39.4° C.) was present 
for five days, and the temperature did not become normal 
for a further seven days. 

When discharged on June 10 the child was active, alert, 
and more cheerful. The only abnormal physical signs were 
harsh breath sounds in the right mid-zone. 

Treatment, which included sulphamerazine, 1 g., followed 
by 0.5 g. eight-hourly, from May 21 to 29, and aqueous 
procaine penicillin, 300,000 units twice daily, from May 27 
to 29, had no noticeable immediate effect on the temperature. 

Inyestigations—A blood count on June 24 showed: Hb, 
64% ; red cells, 3,300,000 per c.mm. ; white cells, 9,000 per 
c.mm. (differential count normal). Radiographs of the chest 
showed consolidation of the right mid-zone on May 22, 
increased consolidation of the right mid-zone on May 25, 
and a little residual shadowing of the right upper zone on 
June 6. The cerebrospinal fluid was clear, colourless, and 


under normal pressure; the chemistry and cytology were’ 


normal. Examination of the sputum on May 22 and 26 
showed the presence of fat globules, with normal pharyngeal 
flora on culture. The blood urea was 32 mg. per 100 ml. 


’ Liver-function tests were normal: serum colloidal gold, 0; 


thymol turbidity, 1.5; thymol flocculation, negative ; serum 


bilirubin, 0.4 mg. per 100 ml.; alkaline phosphatase, 12/ 


units (King—Armstrong). 


Comment 
Lethane hair-oil is an unpleasant substance, and it is 
probable that when it was initially swallowed the child 
choked and some was inhaled. This gave rise to an 
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aspiration bronchitis and pneumonia, possibly due to the 


mineral oil content alone. Harrison quotes Cameron 
et al. (1939), who investigated the toxicity of lethane 384 
in animals. They concluded that the M.L.D. was. between 
0.025 and 0.2 ml. per kg. of body weight, and that 
death was probably due to respiratory failure of central 
nervous origin. Neurological symptoms in our case con- 
sisted of drowsiness, irritability for nearly two weeks, 
together with meningism lasting one day. There was no 
evidence of damage to the liver or kidneys. 


My grateful thanks are due to Dr. F. Pierce Hudson for advice 
in the treatment and help in preparing this report. 


ANNE Guy, M.B., B.S., 


Late House-physician, Alder Hey 
Children’s Hospital. 
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Endarteriectomy for Chronic Endarteritis 


Embolectomy for sudden occlusion of an artery has been 
widely practised, but the possibility of recanalization of 
a chronically blocked vessel seems to have been studied 
mainly by dos Santos, in Portugal, and by Leriche, in 
France. . My interest in the possibility of recanalization 
was stimulated by a lecture given by Leriche in Edin- 
burgh in 1948, and I decided to try the method if a 
suitable case presented itself. While the case described 
below was under investigation an account of the opera- 
tion of endarteriectomy appeared in the Proceedings of 
the Royal Society of Medicine of July, 1950, p. 547. 


Case Report 


On July 16, 1950, Sapper X, aged 40, complained of pain 
in the right leg on exercise. He dated this from 1944, when 
he was a prisoner of war in Germany and had been beaten 
on the back of the thigh with a rifle butt. It had not 
troubled him greatly until 18 months ago, but since then 
the distance he could walk ‘without pain had steadily 
decreased. The right talf was 4 in. (1.25 cm.) less in 
diameter than the left and the right foot felt colder than 
its fellow. The posterior tibial, dorsalis pedis, and popliteal 
pulses were all absent. in the right leg but present on the 
other side. He was therefore admitted for further 
investigation. 

Reflex heating did not appear to raise the temperature or 
to cause vasodilatation in the affected limb ; but this could 
not be accurately assessed, as no thermo-couple was avail- 
able. On elevating the legs the right blanched in 1 minute 
40 seconds, while the left took 2 minutes 40 seconds. 
Repeated tests showed that claudication began when he 
had walked about 200 yards (183 m.). On July 19 an 
arteriogram showed a localized block of the femoral artery 
at the lower end of Hunter’s canal, with a good view of 
collateral channels opened up. 

I decided to attempt an endarteriectomy and, in case I 
should not find this to be feasible at operation, had some 
Blakemore tubes made in the dental department so that a 
vein graft could be substituted. While waiting for the 
arteriogram wound to heal, and in preparation for opers- 
tion, the patient was, started on an intensive course of 
physiotherapy, including Buerger’s exercises and pas-ive 
congestion of the limb. ee 

On August 20 he was given 15,000 uni:s of heparin in 
the morning and 7,500 units six-hourly during the day and 
night. Next day, to minimize the chances of arterial spasm, 
Major Burton gave a spinal anaesthetic (1 :200 cinchocaine 


hydrochloride) supplemented by thiopentone and cyclopro- . 


‘ then removed, followed 


pane, and a further dose of 15,000 units of heparin was 
injected. During the operation the coagulation time was 
more than 30 minutes (control 34 minutes). 

Henry’s apptoach was used and the femoral artery exposed 
in Hunter’s canal. The femoral nerve was deflected medially, 
and on palpating the artery a non-pulsating segment was 
found at the lower end of the canal and the pulsations were 
again felt faintly just proximal to the hiatus in adductor 
magnus. The artery was gently mobilized and occluded 
above and below the non-pulsating portion with rubber- 
covered Doyen’s clamps. The arterial wall was incised 
along its long axis and a yellowish-white fibrous core was. 
exposed. A line of cleavage between this and the media 
was easily opened up and the core separated from the inside 
of the artery, using a Watson Cheyne dissector. At either 
end it was removed by cutting the intima,. with which it 
was continuous, with a razor blade. The distal clamp was 
opened and free bleeding ensued; it was then closed and 
the proximal clamp similarly opened for a few seconds. 
The wound in-the artery was then repaired with Thackray’s 
black gossamer silkworm-gut on a. No. 6 atraumatic oph- 
thalmic needle.’ Two layers were inserted, the first taking 
the whole thickness of 
the wall and everting 
the edges, while the 
second took the adven- 
titia. and. some areolar 
tissue only. Both 
sutures were continuous. 
The distal clamp was 


by the proximal, and 
the suture line was 
found to leak at two 
points; these were 
sealed’ with mattress 
stitches. Throughout the time the artery was open the 
wound. was. perfused at-regular intervals with saline con- 
taining heparin. The canal and wound were then closed, a 
corrugated rubber drain being left down to the canal for 
24 hours. The patient was kept heparinized for five days. 

On the fifth day the posterior tibial’ pulse was palpable 
at the ankle and has remained there since. Post-operative 
Buerger’s exercises and exercises to develop the Jeg muscles 
were started on the fifth day ; the patient was allowed out 
of bed on the tenth, and started walking on the fourteenth 
day. One month after operation the posterior tibial pulse 
was easily felt, the right foot felt warmer than the left, and 
he could walk over 2,000 yards (1,830 m.) without the 
slightest suggestion of a claudication - pain. 

Major Currie, who examined the core, reports: “ The 
specimen [see illustration] consists of the intima of. the 
ariery and an organized thrombus in which there is evi- 
dence of recanalization. The thrombus is composed largely 
of hyaline fibrous tissue in which there is much calcifica~ 
tion. At-one point there is separation of the layers of the 
intima. by hyaline fibrous tissue which is almost certainly’ 
the end-result of haemorrhage .into the wall of the vessel. 
The staining reactions of this tissue with haematoxylin and. 
eosin and van Gieson are identical with those of the non- 
calcified portion of the intravascular thrombus. The intima 
itself shows some eccentric fibrous thickening, and there’ 
are a few small focal areas of round-cell infiltration. These’ 
cells are mainly lymphocytic in type, and the appearances’ 
do not suggest that the lesion is essentially of an inflamma-: 
tory nature.” 

Although it is too early to claim a permanent cure in’ 
this case I feel that the results of the operation are most 
encouraging and that the method is worthy of further 
trial. 

I have to thank Colonel Coutts, D.D.M.S., B.T.A., for 
permission to publish this case. 

Davip Waricut, D.S.O., F.R.C.S.Ed., 
 Lieutenant-Colonel, R.A.M.C. 
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A REMARKABLE EMBRYONIC TISSUE 


BY 


D. R. NEWTH 


From the Department of Zoology and Comparative 
Anatomy, University College, London 


The neural (or ganglionic) crest is a component of the 
embryo in vertebrate animals of all classes. It is dis- 
tinguished primarily by its position and form—usually 
a median mass of cells lying between the ectoderm and 
the neural tube immediately after the invagination of 
the latter, but it may also possess histological characters 
which distinguish it from other embryonic tissues. In 
favourable material the future neural crest can be iden- 
tified in earlier embryos in the form of two strips of 
cells bordering the 
neural plate along its 
whole length. It is 
unquestionably 
of ectodermal origin. 
Thought for many 
years to undergo a 
limited migration 
from its median posi- 
tion to form the pos- 
terior (dorsal) root 
ganglia of the trunk 
and parts of the equi- 
valent ganglia of the 
‘head, it is now known 
to have fates as di- 
verse as any of the 
“germ layers” of 
classical embryology. 
Furthermore, our pre- 
sent knowledge sug- 
gests that there is con- 
siderable, if not com- 
plete, agreement be- 
tween the lists of 
neural-crest deriva- 
tives of members of 
different vertebrate 


classes. The establish- 


tion the tank region of a ment of these facts, by 
vertebrate animal to show the major use of the combined 


paths by which the neural crest is resources of histologi- 
distributed throughout the y. cal and experimental 


techniques, has profoundly affected our conceptions 
of vertebrate morphogenesis. But probably the sig- 
nificance of work on the neural crest is still in- 
sufficiently recognized by the majority of anatomists 
and zoologists. The publication in book form* of 
Professor Hdrstadius’s lectures should go far to make 
good this neglect. In this article some of the major 
findings of the researches described by Professor 
Horstadius will be briefly stated, and certain problems 
that arise from them considered. 

During or ,immediately after the closure of the 
neural tube the crest cells begin their vential migration. 

*The Neural Crest. Its Properties and Derivatives in the Light 


of Experimental Research. By Professor Sven HOrstadius. Based 


on a series of special University Lectures delivered before the 


iversity of London. (Pp. 111; 46 figures. 15s.) London: 
*cumberlege (Oxford University Press). 1950. 
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Some move outwards and downwards—that is, between 
the dermatome and the ectoderm. © Others pass be- 
tween the spinal cord and the myotome. This process 
is identical on either side of the body and restores the 
crest to its earlier condition of bilaterality. | While in 
the mid-dorsal position, however, some interchange of 
cells from the two sides takes place, so that crest cells 
originally separating the left margin of the neural plate 
from the non-neural ectoderm may later pass down on 
the right side of the embryo. This fact is of some con- 
sequence for experimental studies, since it means that 
unilateral removal of the crest at very early stages 
cannot be expected to result in unilateral deficiencies of 
crest derivatives in the older animal. 

Of the material migrating between the spinal cord 
and the myotomes ‘the greater part halts at the level of 


FACIALIS 


Fic. 2.—The neural crest in man. A midsagittal projection 
reconstruction of the anterior part of an 11 somite human embryo. 
The crest, which is already —— ventrally, is stippled. The 
semites are numbe the walls of the neural tube, where cut, 
are black. (Simp! after Bartelmez and Evans.) 
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Fic. 3.—The migratory capacity of the neural crest. The flank 
of an embryo of a lower vertebrate (Lampetra) into which pre- 


migratory neural crest had been grafted two weeks earlier. The 
area around the graft site is populated with melanophores of 
donor origin. (From a camera lucida drawing.) 


the future dorsal-root ganglia and there breaks up into 
segmentally arranged masses which are, indeed, the 
primordia of these bodies. The remainder continue 
their migration, leaving in their wake a more or 
less dense population of crest cells. Simultaneously 
the sub-ectodermal crest material proceeds ventrally, 
leaving a similar trail behind it. In this way nearly 
the whole embryo is colonized by crest cells .and 
their descendants, which, remaining morphologically 
between the germ layers, thus resemble the mesen- 
chyme as originally defined. In fact we now know 
that many of the structures to which the mesenchyme 
gives rise are of neural-crest origin, and it is convenient 
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to distinguish between a mesodermal endomesenchyme 
and an ectomesenchyme. The latter, though largely 
composed of neural crest, may in the head region 
receive contributions from ectodermal placodes. 

The migration of the neural crest is thus a morpho- 
genetic movement but of a type different from those 
which mediate gastrulation and neurulation. In view 
of its relative lateness, its distinctiveness is probably to 


be explained by the mechanical conditions prevailing 


in the formed embryo, for the mass movements of 
whole layers of cells characteristic of gastrulation and 
of the invagination of the neural plate are no longer 
practicable by the time the crest begins its migration. 
None the less Conel (1942), after studying the first 
appearance of the crest in lower vertebrates, has found 


some evidence that it may arise as a paired evagination 


from the dorsal part of the neural tube. Even here, 
however, it quickly loses its epithelial character. Con- 
sideration of why the crest cells are relatively late in 
reaching the sites of differentiation can best be left 
until after their fates have be@n listed. 


The Derivatives of the Neural Crest 

The Spinal Ganglia—The dorsal-root ganglia of the 
trunk are without doubt primarily of neural-crest 
origin. It is possible, but unlikely, that they receive 
some cells from the lateral walls of the spinal cord. 

The Dorsal-root Ganglia of the Head—These 
structures, while certainly serially continuous, with the 
spinal ganglia, differ in anatomical relations and in 
embryological origin. The crest supplies cells to some, 
if not all, of the segmental components of the ganglia, 
but its contribution is supplemented from ectodermal 
placodes. The relative contributions of crest and 
placodes are not constant for any one ganglion in 
different species or for different ganglia in the same 
species. . The problem of greatest interest here comes 
from the possibility that the several functional com- 
ponents of the cranial nerves correspond precisely to 
the different sources of ganglion cells. Thus there is 
evidence that the crest contribution provides the 
general visceral and general cutaneous components. 

The Sympathetic Ganglia and Chromaffin System.— 
‘The experimental evidence that the sympathetic ganglia 
are of crest origin is equivocal. The most convincing 
work (that of Raven) suggests that they are formed 
‘both from crest and from cells migrating from the 
spinal cord. It is possible that there are species 


differences, but no complete agreement of results 


exists in any of the animals worked on. The most 
recent work (Brizee and Kuntz, 1950) denies any crest 
In those experiments in which extirpa- 
tion of the neural crest has led to absence of 
‘sympathetic ganglia the chromaffin system has in some 
‘cases been similarly affected. Without prejudice to 
the question of the neural-crest origin of the sym- 
pathetics this serves to confirm their embryological 
affinities with the enue (adrenal) medulla and the 
paraganglia. 

The Sheath Cells of deciitie —Most workers are 
agreed that the majority of the sheath cells of Schwann, 
and in particular. those appearing early in develop- 
ment, are of crest origin. The other source is the wall 
of the neural tube. This view has been challenged 
most effectively by Raven on the basis of elegant 
experiments involving heteroplastic grafts of the pre- 
migratory crest. This method has yielded reliable 
results in other respects, and Raven’s belief that the 


brates... 


lateral walls of the spinal cord are the sole source of: 


Schwann cells has considerable force. However, it: 
still seems most likely that in normal development both: 
crest and spinal cord provide these cells, but in pro- 
portions that are not yet clearly established. 

Elements of the Skull—The head crest, unlike that 
of the trunk, is skeletogenous. It provides material 
from which are differentiated both cartilage and bone. 
Our knowledge of its bony derivatives is not yet suffi- 
ciently complete to permit generalization, but the crest- 
derived cartilages all belong to the splanchnocranium— 
that is, those parts of the skull (jaws, hyoid apparatus, 
trabeculae) which we believe or know to have been 
associated with the gill arches of primitive aquatic 
ancestors of living jawed vertebrates. 

Dentine and Papillae of Teeth—Pulp and odonto- 
blasts are of crest origin ; so, too, is the derived dentine. 

Corium.—There is reason to believe that most, if not 
all, the corium (dermis) is of crest origin, but where the 
line of demarcation between ectomesenchymal derma 
and endomesenchymal subcutaneous connective tissue 
lies cannot yet be stated. 

Pigment Cells——Epidermal and dermal chromato- 
phores (melanophores, xanthophores, and guano- 
phores) and the melanophores of the peritoneum of 
lower vertebrates are formed from crest cells. It is 
possible that some are derived from the neural tube as 
well, as this can happen under experimental conditions. 

Pia-arachnoidea.—These meninges, and possibly to a 
less extent the dura, receive a significant contribution 
from the crest, though they are also in part endo- 
mesenchymal. 

Other Tissues—An unknown proportion of the 
mesenchyme not accounted for so far in this list is 
derived from the. crest. 
play an important part in the development of fins, 
external gills, etc—structures which are not represented 
in higher forms and are consequently not. discussed 


_ here. 


Once dispersed the crest cells are difficult to recog- 
nize histologically and our knowledge has _ been 
obtained largely from experiment. This in turn means 
that most of it comes from work on amphibia, and it 
is necessary to warn against accepting it as generally 
valid for other vertebrates, including man. The most 
that can be said is that we have not yet any good reason 
for thinking that conditions among the jawed verte- 
brates vary widely. Thus the neural crest of mammals 
and birds is known to provide melanophores, and there 
is histological evidence in favour of its skeletogenous 
role in the head. Further experimental work on these 
forms is most desirable, and it seems highly probable 
that any results obtained from lower mammals could 
be safely applied to man. 


General Significance of the Neural Crest 
It is not yet possible to give a satisfactory complete 


explanation of the crest in evolutionary terms, partly 


because of the lack of comparative data. To do so it 
would, be necessary to establish significant relationships 
between , crest derivatives other than their common 
embryological origin. The most suggestive facts here 
come froma comparison of:Amphioxus with the verte- 
-Amphioxus, lacks ‘all the tissues which in 
vertebrates are formed. from crest cells, and in this it is 
almost certainly truly primitive. . Its embryo is also 
without a neural crest, so both crest and its derivatives 


In lower vertebrates it may — 
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may fairly be assumed to be evolutionary : novelties. 
Now, since the crest occupies a perfectly. rational site 
for the anlage of its neural derivatives and their asso- 
ciated glia, it may well be considered to have evolved 
pari passu with these structures. It may also be signi- 
ficant that the only pigment in Amphioxus is found 
associated with the central nervous system as “ eye- 
spots” and that vertebrate chromatophores might thus 
be regarded as quasi-neural elements. The same can- 
not be said for the corium and visceral cartilage, how- 
ever, and to explain their embryological origin one can 
make only a tentative suggestion. 

Once given a neural crest responsible for providing 
neuroblasts, pigment cells, and possibly sheath cells in 
all parts of the body, it may be considered as “ avaii- 
able” as an anlage for a great number of evolutionary 
neoformations. That it should be used as such rather 
than the material comprising the older established 
germ layers might be laid at the door of an admittedly 
hypothetical conservatism in the latter. Certain it is 
that a common pattern of gastrulation movements, 
and a consequent similarity in the presumptive areas of 
the blastula, links Amphioxus and the vertebrates, and 
permits the belief that the provision of new structures 
in the latter might have been more easily accomplished 
by invoking the new and relatively plastic neural crest. 


Interactions with Other Tissues 

The discovery that crest cells normally give rise to 
this or that tissue is only the first step in the analysis of 
their role in the developing organism. Causal embryo- 
logy is equally concerned with their interactions with 
other tissues. In this field our knowledge is still rather 
uneven and the evidence is conflicting on many impor- 
tant points, but what we do know emphasizes the com- 
plexities of embryonic tissue interrelations in a salutary 
way. 

The neural crest is dependent on the underlying 
mesoderm for its formation, since no crest differen- 
tiations are found in isolated epiblastic vesicles formed 
in the process of so-called exo-gastrulation. Further- 
more it appears that the effect is a direct one and not 
mediated through the induction of the neural plate, 
since it is possible to obtain experimental inductions 
of crest without brain or spinal cord. Once formed 


the crest is influenced by, and in turn influences, con- . 


tiguous cells in many ways. Thus the segmentation of 
the lateral crest strips into the primordia of the spinal 
ganglia is dependent on the adjacent somites. Any 
irregularity in the mesodermal segmentation is later 
reflected in a corresponding irregularity in the series of 
ganglia. Again the histo-differentiation of cartilage 
from the head crest in normal embryos is probably 
dependent on the influence of surrounding tissues. 

On the other hand the crest itself may be essential 
for the normal development of neighbouring tissues. 
It has been suspected of being necessary for the nor- 
mality of the inner ear, and this may well be so, but 
the most convincing evidence comes from study of 
structures to which it itself contributes a part. Thus 
hot only does it provide the ectomesenchyme which fills 
the dorsal fin of newt larvae but it also stimulates the 
overlying ectoderm to undergo the changes necessary 
for the formation of a fin: It is extremely probable 
that more sensitive methods of experimentation than 
have yet been brought to bear on this problem will show 
that the morphogenetic influence of the crest is co- 
extensive with its spatial distribution. 


- The Neural Crest and Cell Migrations 
The migrations of individual cells are important in 
embryonic and postembryonic life in morphogenetic 


processes, in the maintenance of tissue form and func- 
tion, and in many pathological conditions and the 


organism’s response to them. It is consequently a 
matter of some practical importance that in the neural 
crest we have a particularly favourable material for 
the study of the migratory behaviour of individual 
cells and populations of cells. More accessible to 
experiment than, for instance, the primordial germ 
cells in their migratory phase in early embryogenesis, 
or-the leucocytes during inflammation in the adult, they 
have the added advantage that the position of those 


becoming dermal melanophores can be established in 


the living animal by inspection. For this reason most 
of our knowledge of the migratory behaviour of the 
crest has come from study of its pigment-cell 
component. 

The substrate over which they migrate is formed by 
other embryonic structures, which consequently set 
spatial limits to their migration. -. Within these limits 
the migrating cells are in principle free to wander 
indefinitely. What initiates their movements, what 
determines their paths, and what finally brings them 
to rest are the questions to be answered. ' From auto- 
plastic, homoplastic, and heteroplastic grafts, from 
observations of cells stained intra vitam, and from 
study of explants in vi‘ro, it has been possible to show 
that three major categories of phenomenon are in- 
volved in determining cell behaviour. First, there are 
those properties of the migrating cells which distinguish 
them from stationary ones in the same place and con- 
ditions ; secondly, there are the interactions between 
different members of a population of migrating cells ; 
and lastly there are the interactions between the 
migrating cells and their substrate. a 

These categories are not independent, since the 
innate properties of the cells are, in practice, studied 
only in conditions in which the presence or absence of 
other cells and specific substrates may be effective. 
Thus we cannot say that crest cel!s are determined to 
migrate in any conditions which permit them to live at 
all. The contrary is true; but both in vivo and 
in vitro they do migrate in a wide range of conditions 
in which other cells remain substantially stationary. 
We may thus say that in the conditions actually pre- 
vailing in the embryo the crest shows a tendency to- 
wards migratory behaviour, a tendency which can be 
overruled both by the substrate and by interactions 
within the crest cell population 7” Twitty, 1949 ; 
Dalton, 1950a, 1950b). 

Under conditions in is possible the 
actual path taken by the moving cell is not simply 
determined. It is probable that mechanical considera- 
tions play some part, particularly in the head, where 
relatively large masses of ectomesenchyme are con- 
cerned, but elsewhere this effect is certainly small. Nor 
can it be held that the cells are moving along paths 
fixed by the substrate, since grafted crest cells will move 
either against, or perpendicular to, the paths that would 
have been followed by their normal host counterparts.. 
From similar experiments it follows that there is no 
effect by which the crest cells “know” their destined 
resting place and make for it in response, for instance, 
to chemotactic stimulation. It seems, indeed, that the 
path taken by any one cell is largely determined by the. 
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presence of similar cells in its immediate neighbour- 
hood. Twitty’s suggestion that the cells are responsive 


‘to gradients of a substance (or substances) which each 


produces, and that they tend to move down this 
gradient, is adequate to explain the observed facts so 
far as chromatophore component of the crest is con- 
cerned. In the simplest case this results in a uniform 
distribution of chromatophores over the whole area 
available for colonization, an effect which may be modi- 
fied by the substrate or rendered inevident by localized 
failure of some of the migrants to develop melanin. 
The study of the neural crest has a fascinating past 
By reviewing the former so 
clearly and ably Professor H6rstadius will certainly 
attract new workers to this field, but it would be wrong 
to think that the narrow scope of his book makes it of 
interest to the specialist only. On the contrary “it 
enables him to demonstrate many of the elegant pro- 
cedures now at the command of the embryologist in a 
comparatively short space. As an object-lesson in the 


' principles, problems, and methods of present-day 


experimental morphology his book may be strongly 
recommended to the general reader and to the student. 
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APPLIED PSYCHO-ANALYSIS 


Essays itt Applied Psycho-analysis. Volume |. By 
Ernest Jones, M.D., F.R.C.P. Miscellaneous Essays. 
International Psycho-Analytical Library No. 40. 
(Pp. 333. £1 1s.) London: The Hogarth Press. 1951. 
As befitted one who was pre-eminent among the 
advance-guards of psycho-analysis, Ernest Jones followed 
the example of Freud in seeking to apply psycho-analytic 
principles to 4 variety of social and cultural topics. The 
present volume of essays, written at various times 
between 1911 and 1949, and covering a wide range of 
problems—artistic, historical, literary and linguistic, 
racial, sociological, psycho-biological, and in some 


instances cosmopolitan—provides the general reader as , 


well as the student of mental science with an exemplar 
of the method of applied psycho-analysis. The approach 
is based on the assumption that the fundamental steps 
in human development, including the mastery of or 
failure to master basic unconscious conflicts, must 
influence vitally not only the processes of mentai dis- 
order but man’s more ordered and sublimated products, 
individual and social. And, although the general reader 
may cavil at a certain sameness in the conclusions 
arrived at in every case, this is due less to an over- 
simplification of method than to the comparative 
simplicity and ubiquitousness of early cnaquamal 
factors. 

The psychiatrist, sociologist, and biologist will find 
here a sufficiency of subjects to challenge their interest. 
The reaction of those engaged in artistic, literary, and 
historical pursuits will doubtless be more apoplectic, 
though they will be unable to deny the clarity, precision, 
and disciplined imagination displayed by the author, or 
to’ gainsay the meticulous erudition with which he sup- 
ports his conclusions. Unlike most writers on applied 
psycho-analysis, the author is well equipped to enter 
on the various fields of observation and to command a 


respectful hearing from specialists in these subjects. He 
is not content, as are most applied psycho-analysts, to 
seek in extramural directions for confirmation of their 
clinical theories. In most instances Jones has performed 
the notable feat of contributing to our existing know- 
ledge of the problem he surveys. 

EDWARD GLOVER. 


BASIS OF GYNAECOLOGY 


Grundlagen By Professor Heinrich 
Martius. (Pp. 1 113 figures. M. 23.40, or $5.55.) 
Stuttgart: Georg Thieme. 1950. 


Professor Martius has written this book with the object 


of presenting a rigorously scientific basis for the study 


of gynaecology. It is perhaps the first book of its kind 
to be written and it calls for close attention. The first 
66 pages are on the anatomy and morphology of the 
female genital organs, while physiology is condensed 
into the next 40 pages. In the last 30 pages he describes 
the methods of examination used in clinical gynaecology. 
The diagrams of Fraulein Ciaithes Droysen are beauti- 
fully drawn, and coloured illustrations are plentiful. 

It is of great interest that the subject of gynaecology 
should receive such scientific attention. As recently as 
the beginning of this century gynaecology was based 
fundamentally on clinical experience. Lockyer and 
Stephens subsequently showed how pathology could be 
used as a basis from which gynaecology should be 
taught, and now Martius has shown how it is possible 
to use relevant physiological and anatomical researches 
as the starting-point for the study of gynaecology. He 
pays much attention to the sympathetic and parasympa- 
thetic nerve supply to the genitalia, to the role of the 
tuber cinereum, and to the functions of the hypophysis 
—far more than is usual in British textbooks of 
gynaecology. Again, he describes in great detail the 
mechanism of control of the bladder sphincter and con- 
siders the physiology of the sexual functions more fully 
than is customary in Britain. Professor Martius must 


be on his initiative. 
WILFRED SHAW. 


SURGERY AND PUBLIC HEALTH 


The Contribution of Surgery 2 Preventive Medicine. 
By Sir James C.V.0., C.B.E., Ch.M., 
F.R.CS.Ed. Heath Clark 1949. (Pp. 55. 
12s. 6d.) London: pneeney Cumberlege (Oxford 
University Press). 1951 

In considering the contribution of surgery toe public 
health the author has taken the opportunity of examin- 
ing the foundations upon which the surgeon himself 
should build his experience. ‘He goes back to Francis 
Bacon and John Hunter, and shows how important are 
curiosity, doubt, and long meditation before the building 
is approached. And even then we must be prepared 
for constant reconstruction as our knowledge advances, 
for the true man of science is interested in increasing 
accuracy of knowledge and not in finality of opinion. 

He shows what the great achievements of Hunter, 
of Pasteur, and of Lister contributed through surgery 
to public health, and he urges that the time has come 
for a much closer co-operation between the two fields, 
both in thought and in action. He aptly cites the work 
of Robert Jones at Oswestry and of Trail at Papworth 
as instances of such co-operation, and he emphasizes 
the importance of rehabilitation in the medical services 
of the future. The lectures are of interest as the mature 
reflections of a distinguished surgeon. 


Henry SOUTTAR. 
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This country is the first to attempt to place at the 
disposal of all practitioners within its National Health 
Service a service in clinical pathology closely inte- 
grated with the national hospital service and, like it, 
freely available to all their patients. It is therefore 


' fitting that the first congress to be held under the 


auspices of the International Society of Clinical 
Pathology should gather in London, where it will 
open on July 16 under the presidency of Sir Lionel 
Whitby, President of the British Association of Clini- 
cal Pathologists, which is acting as host to the 
congress. 

The growth of clinical pathology, which may be 
defined as the study and application of the techniques 
and discipline of the laboratory to clinical medicine, 
is one of the most striking features in the recent 
development of Western medicine. Since the days 
of the great physician-pathologists of the early part 
of the last century the whole trend and tendency of 
medicine, as understood in the Western world, has 
been directed towards the enlargement to the furthest 
limits—far beyond those available to the unaided 
senses—of the physical means of studying the natural 
history of disease. This is the function of the clinical 
pathologist, and his instrument to this end is, the 
laboratory. British medicine under the leadership 
of such great figures as Bright, Addison, and many 
others in the early years of the last century gave the 
initial impetus to clinical pathology, but later in the 
century there came a threat of divorce between clini- 
cal medicine and the laboratory. Pathology came to 
be looked upon mainly as a matter of the post- 
mortem room and the museum ; and the laboratory, 
instead of being regarded as one of the foundation- 
stones of clinical practice, was spoken of as an 
ancillary department. Until well on into the present 
century this divorce between clinical medicine and 
its fundamental sciences generally prevailed, but 
neither in the United States of America nor in France 
was it accepted quite so supinely as elsewhere. The 
term “clinical pathology”: appears to have been 
coined in America, and it was there that in 1923 


the first society of clinical pathology came into exis- 
tence. In France the great tradition established by 


Claude Bernard and Pasteur and perpetuated by 
Widal, Weil, and many others retained its vigour 


and sustained the marriage between clinical medi- 
cine and the laboratory; but in the rest of contin- 
ental Europe and to a lesser extent in this country 
the union was either in danger of or had gone far 
towards dissolution by the early part of this century. 
It was with a view to remedying the state of affairs 
in this country that in 1926 the British Association of 
Clinical Pathologists was brought into being. It is 
illustrative of the strength of the provincial tradition 
if the British way of life that as in the case of the 
British Medical Association, which lately honoured 
the memory of its founder, Sir Charles Hastings, in 
Worcester, the Association of ¢linical Pathologists 
was also founded by pathologists attached to provin- 
cial hospitals of the ancient and honourable “ volun- 
tary ” standing—the impetus coming from: the neigh- 
bouring Midland town of Wolverhampton. 


Clinical pathologists believe that they have it with- 


in their power not only to make great contributions 
to medical knowledge but also to advance the stan- 
dard of medical practice. Further, they believe that 
their own particular field, uniting both the scientific 
and clinical approaches to medicine, affords a valu- 
able common meeting-ground for the followers of 
many and varied medical disciplines. The truth of 
this is proclaimed by the programme of the forth- 
coming congress: the papers and discussions will 
cover all branches of pathology, but all will ‘be 
relevant to the practice of clinical medicine, and 
workers in many different fields will contribute in 
common session to specific clinical problems. 


It is a tribute to the unconquerable spirit of France 


that the Société Frangaise de Biologie Clinique should ~ 


have been brought into existence during the last 
German occupation and that only two years after 
the end of the war it was able to organize the first 
International Congress of Clinical Pathology ever to 
be held. It was at this Congress that the Inter- 
national Society of Clinical Pathology or, alterna- 
tively, the Société Internationale de Biologie Clinique 
was launched, its first president being Dr. S. C. Dyke, 
of Wolverhampton, recognized by the British Asso- 
ciation of Clinical Pathologists as its founder. It is 
the aim of the International Society of Clinical Patho- 
logy to promote the spread throughout the world of 
the clinical pathologist’s method of approach to the 
practice of medicine; its policy to this end is to 
encourage the formation of national societies devoted 
to clinical pathology which shall become constituent 
bodies of the International Society. Besides holding 
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periodical congresses, the Society hopes to promote 
close relations between the constituent bodies by 
interchange of correspondence, of journals, and also 
of pathologists themselves, and thus to aid the 
advancement of medical practice and to further inter-' 
national amity and good will. It is an indication of 
the success already attained, and a happy augury 
for the future, that members of constituent bodies so 
widely separated as France, the U.S.A., Belgium, 
Cuba, and Italy are contributing to the programme 
of the forthcoming congress. 


SPLENECTOMY 


The subject of splenectomy is one in which the sur- 
geon has had to pick his way slowly and cautiously. 
The first deliberate removal of the spleen would seem 
to have been done by Quittenbaum, of Rostock, in 
1826.1 The patient was a woman with cirrhosis 
hepatis, and she survived the operation for only a 
few hours. Before this a number of cases were 
recorded in which the spleen, having prolapsed 
through an abdominal wound, was_ successfully 
excised after ligation of its pedicle. About a 
century ago the operation was so often fatal that 
many began to doubt whether it was ever justifiable. 
The first elective splenectomy in Britain (and the fifth 
on record) was undertaken by Spencer Wells? in 
1866 ; such was the reputation of this great surgeon 
that, despite the fatal outcome of the operation, 
renewed interest was aroused. By 1882 H. Collier® 
was able to review the 29 cases which had, to that 
date, been submitted to operation. The uniformly 
fatal result in 16 cases of leucocythaemia, com- 
pared with 8 successes among 13 cases operated 
upon for local conditions, led to the operation being 
reserved largely for cases of injury, twisted pedicle, 
cyst, and other local disorders. Only with the advent 
of the haematologist was it possible for surgeons to 
receive sounder guidance in selecting their cases, but, 
even so, it has taken many years to establish the indi- 
cations and contraindications for splenectomy. 

At the present time it is likely that the general 
surgeon more often undertakes splenectomy, in the 


course of resection of some neighbouring organ than . 


for splenomegaly. It is only those with a special 
interest in splenic surgery, working in the larger 
centres, who are able to study the wider range of 
splenic pathology, and it is to experts such as these 
that the majority of surgeons must turn for fuller infor- 
mation on this subject. Nevertheless, with the pub- 
lished results of Cole,* Lahey,’ and others to guide him, 
and provided that his cases are carefully selected by 
a reliable haematologist, the average surgeon should 


obtain satisfactory results in the treatment of the 
various forms of splenomegaly. . The best results 
will be obtained in cases of congenital haemolytic 
anaemia and idiopathic thrombocytopenic pur- 
pura, while fatalities will occur especially in late 
cases of Banti’s, disease, non-idiopathic thrombo- 
cytopenia, acquired haemolytic jaundice, and 
secondary panhaematocytopenias. 

‘Indications for operation fall broadly into three 
groups: first, primarily for purely splenic conditions ; 
secondly, those states due to splenic effects on the 
peripheral blood or bone marrow ; and, thirdly, a 
group in which the indications are not so firmly estab- 
lished. In the first group come injuries, torsion, and 


‘tumour of the spleen, as well as those cases in which 


splenectomy is done to facilitate some other pro- 
cedure. Into the second, and largest, group fall 
cases of idiopathic thrombocytopenia, congenital 
haemolytic anaemia, idiopathic neutropenia, and 
primary splenic panhaematocytopenia, as well as 
selected cases of acquired haemolytic anaemia and . 
secondary panhaematocytopenia. In the first two 
conditions the operative mortality is low and the 
results are very satisfactory. Elsewhere in this issue 
Sir James Learmonth, writing with wide personal ex- 
perience, cites results in familial haemolytic anaemia 
and idiopathic thrombocytopenia which are compar- 
able to those published earlier both by Cole and 
Lahey. His results in 15 cases of acquired haemolytic 
anaemia have been more encouraging than those 
reported by others, and he emphasizes the importance 
of early operation, recommending splenectomy if the 
patient fails to respond after two or three adequate 
blood transfusions. The results of Cole and Lahey, 
in six and five cases respectively, were rather unsatis- 
factory. While splenectomy may cure 50% of patients 
with acquired haemolytic anaemia it is a method of 
treatment which must be applied with some caution. 
The best results are obtained in those with a blood 
count more nearly resembling the congenital type of 
disease, though this is not a sine qua non of success. 
The effect of splenectomy in idiopathic thrombocyto- 
penic purpura is uniformly good, but it is essential to 
exclude cases of symptomatic purpura, and a sternal 
puncture is the only certain way of doing this. The 
presence of abundant megakaryocytes in the bone 
marrow is a sure indication that splenectomy will 
cure. On the other hand, a readily palpable spleen 
should be sufficient to put the surgeon on his guard, 
since it is unusual for the spleen to be much enlarged . 
in cases of idiopathic thrombocytopenia. There is 


1 Moynihan, B., The Spleen and Some of its Diseases, 1921, Bristol. 
2 Med. Times Gaz., 1866, 1, 2. 
3 Lancet, 1882, 1, 219. 

» 4Ann. Surg., 1949, 129, 702. 

Tbid., 1948, 128, 363. 
6 Ibid., 1949, 129, 721. 
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also a good argument for splenectomy in cases of idio- 
pathic splenic neutropenia and primary panhaemato- 
cytopenia, but the clinician must rule out other pos- 
sible causes of similar changes in the blood, such 
as the effects of toxins, infections, and aleukaemic 
leukaemia. Once again the marrow biopsy is of first 
importance. The decision to operate in cases of 
secondary panhaematocytopenia is a tricky one which 
will exercise both the physician’s and the surgeon’s 
judgment to the full. Where the primary condition is 
chronic and is expected to run a long course, as in 
slowly progressive Hodgkin’s disease, the presence of 
severe blood changes may seem to justify operation. 
But the surgeon must face the fact that even with the 
fullest investigation and the most careful assessment of 
the evidence there are bound to be disappointing 
results. 

The third group of cases, in which the indications 
for splenectomy are not so firmly established nor the 
results so satisfactory, includes congestive spleno- 
megaly and splenomegalies of doubtful aetiology. 
Sir James Learmonth refers to his former abandon- 
ment of splenectomy in late cases of congestive 
splenomegaly because of bad results, but he then 
describes the satisfactory outcome in 32 relatively 
early cases treated during the last seven years. His 
conclusion is, like Lahey’s, that the effect on the blood 
is generally good, and in this connexion he emphasizes 
the obvious desirability of maintaining a good qualita- 
tive supply of blood to the liver in these cases. It is 
agreed that the. case for splenectomy as a preventive 
against haemorrhage is not so well established, 
although early operation does seem to diminish the 
risk of bleeding. Arguments continue about the 
various shunt operations, and in the present state of 
knowledge it is difficult to assess properly the value 
of these procedures. The after-history of some patients 
has shown that the results of operation cannot be pre- 
dicted with any certainty. In cases of portal hyper- 
tension, however, it does seem more rational to do 
some form of shunt operation rather than simple 
splenectomy. 

Thrombosis of the splenic vein is, according to 
Blakemore,* of two types. In the first of these there 
is increased pressure only in the splenic vein, and 
splenectomy will cure. In the second type the pres- 
sure is raised also in the left gastric veins owing to 
their joining the splenic vein at a point distal to the 
obstruction: in this condition it would seem that a 
spleno-renal shunt should follow splenectomy. In 
agnogenic myeloid metaplasia and also in Mediter- 
ranean and sickle cell anaemia splenéctomy is abso- 
lutely contraindicated. Sternal puncture and careful 
study of the blood will exclude patients in the first of 


these categories. The operation is probably never 


justified as a treatment for leukaemia, but some 


would consider it on the rare occasions when hyper- — 


splenism causes severe haemolytic anaemia or 
panhaematocytopenia. 
When the decision to operate has been made there 


are a few points to consider about the technique of 


splenectomy. The choice of a transverse or vertical 
incision may be influenced by the build of the patient, 


but, provided the incision is long enough, there is little | 


to choose between the various incisions. Exploration 
of the biliary apparatus is of course essential in 
haemolytic anaemia, and in both this disease and 
idiopathic thrombocytopenia the exposure must be 
such as to allow a thorough search for accessory 
spleens. A large spleen with marked perisplenitis, as 
in Banti’s disease, is most easily removed by a com- 
bined abdomino-thoracic approach, and sometimes by 
an extraperitoneal dissection, but in advanced cases 
the technical difficulties are so formidable as to make 
the operation unwise. Further, the inevitable destruc- 
tion of venous channels passing between portal and 
systemic circulations may be positively harmful. 


BACILLARY DYSENTERY IN BRITAIN 


The graphs of dysentery notifications in England and 
Wales which have been appearing in the “ Vital Statis- 
tics ” section of the Journal clearly show that the inci- 
dence of the disease has increased recently: the peak 
for the week ending March 10, 1951, was the highest 
for several years. As protozoal infections are respon- 
sible for less than 0.9% of cases of dysentery in Great 
Britain and constitute only a minor public-health 
problem, the figures apply almost wholly to the inci- 
dence of bacillary dysentery. A comparison of the 
Registrar-General’s figures of notified cases with those 
compiled by the Public Health Laboratory Service 
from records of the isolation of organisms of the 
Shigella (dysentery) genus shows that a very high 
proportion of notified cases are now bacteriologically 
confirmed. Many of the patients are symptomless 
excreters detected in the course of epidemiological 
investigations. Consequently official notification of 
dysentery means in most cases notification of the 
isolation of a shigella. 

There are various symptom-complexes to which 
dysentery bacilli may give rise: they include the 
acute and severe disease aptly called the “ bloody 


flux” by early writers ; a gastro-enteritis; a simple — 


diarrhoea ; or a healthy carrier state in which the only 
manifestation is the isolation of an organism such as 
Shigella sonnei or Shigella flexneri from the faeces. 
Thus the term dysentery has gradually broadened in 
meaning and come to include not only the various 
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syndromes of clinical dysentery but also the symptom- 
less excreter state. Dysentery has never been defined 


officially,’ so that its notification depends on the inter- 


pretation of the term by the individual practitioner. 
Cases of dysentery may not be notified when a practi- 
tioner considers a patient’s symptoms too mild to 
justify either bacteriological examination or notifica- 
tion under the term dysentery, or when an individual’s 
symptoms are so trivial that he does not seek medical 
advice, but even ‘so the numbers thus lost to the 
official records are probably much less than they were 
previously. The Public Health Laboratory Service, 
by the help it can give to doctors with the bacterio- 


. logical and epidemiological investigation of their 


patients, and the National Health Service, by provid- 
ing free medical advice for those patients who, with 
only mild symptoms of the disease, would not other- 
wise have sought medical aid, have both played a 
part in lessening the gap between the notifications 
and the total number of cases. Further, increasing 
awareness of the part played by symptomless excreters 


in the spread of dysentery has led to a more active ~ 


search for them ; and the use of highly selective media 
in recent years for intestinal bacteriology has resulted 
in a higher percentage of successful isolations of 


pathogenic organisms, even though these were present . 


in only small numbers in the faeces. 

The combinatign of all these factors would in any 
case have led to a considerable apparent increase in 
the disease, though they will not account for the whole 
upward trend of the notifications, as Glover? has 


pointed out. This real increase is due almost wholly 


to a rise in the incidence of infections caused by 
Shigella sonnei, which now accounts for nearly 90% 
of the reported cases in this country. The remaining 
10% of bacillary infections are due mainly to Shigella 
flexneri of various types, of which Type Z is the most 
common in Great Britain. Shigella shigae, which 
usually gives rise to a very much more severe toxic 
illness with a protracted convalescence and a high 
case-fatality rate, is almost unknown in this country. 
Infections with Schmitz’s bacillus sometimes occur, 
but are usually confined to communities such as 
mental hospitals. The other members of the genus 
are occasionally found, but usually in persons infected 
abroad. Thus the clinical problem of dysentery in 
this country is much less alarming than the notifica- 


tion figures might suggest. In Great Britain both. 


Sh. sonnei and Sh.. flexneri give rise generally to a 
mild disease with little constitutional disturbance and 
responding rapidly to sulphonamide treatment—a 
picture very different from that seen so often abroad. 
In spite of the increase in the notifications the case- 


1 H'th Bull., Dept. Hith Scot., 1951, 9, 29. 
2 Mon. Bull, Minist. Hlth, Lond., 8, 138. - 


fatality rate has remained steady for several years 
at a figure between 1% and 2%. This contrasts with 
the case-fatality rate of 40% in 1925, when the noti- 


fications of dysentery were almost 47 times less than 


they are now. 

Glover’ has shown that the risk both of attack and 
of death is highest in children, and laboratory reports 
confirm this. Many of the peaks on the graphs have 
been due to outbreaks of the disease in more or less 
closed communities, such as day and residential 
nurseries, schools, and mental hospitals. Though 
these outbreaks are of great public health importance 
locally and add many units to the notifications, the 
danger of spread of the disease among the rest of the 
population is small. In the week ending March 10 
this year, 1,449 notifications of dysentery were 
received and 1,314 isolations of shigellae were 
reported from laboratories, of which 1,284 were 
identified as Shigella sonnei and 30 as Shigella 
flexneri. Of the Sonne strains, 237 (just over 17%) 
were specifically stated to have come from cases and 
symptomless excreters in day nurseries and residen- 
tial schools ; and of the Flexner strains, 27 (90%) 


came from mental hospitals. The real figures for — 


these outbreaks in semi-closed communities may well 
be in excess of those given, for details of the patients 
are not always given to the laboratory. 

In this country dysentery, as opposed to food- 
poisoning, is now almost a winter disease. Flies, 
therefore, probably play little part in its spread. 
Water also appears to be of small importance as a 


vector; and though several outbreaks of Sonne. 


dysentery have been traced to contaminated milk 
there is little doubt that infection spreads mainly by 
direct and indirect contact: the imperfectly cleansed 
hands of the -excreter, either patient or carrier, 
lavatory seats cdntaminated by children with 
little control of their sphincters, desk seats, floors, 

and carpets in play-rooms contaminated by the soiled 
clothes of the excreter, may all play their part in the 
spread of the disease through nurseries and schools. 
There is also increasing evidence of the existence of 
dysentery bacilli in the dust of rooms occupied by 
those harbouring the organisms concerned. 

Dysentery must be prevented in young children if 
the general incidence is to be lowered. All children 
and adults excreting dysentery bacilli should be 
excluded from nurseries and schools, and bacterio- 
logical examination of new entrants to these com- 
munities may be necessary. In mental hospitals 
determined efforts should be made to detect, segre- 
gate, and treat the symptomless excreter. Finally the 
general public, and food handlers in particular, must 
learn the importance of personal hygiene. 
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THE SPECIAL CONFERENCE 

When the Special Conference of Representatives of 
Local Medical Committees meets next Thursday it 
will have before it two recommendations’! from its 
executive body, the General Medical Services Com- 
mittee. The first of these calls upon the Minister to 
refer the determination of the proper size of the central 
pool to arbitration. The size of the pool must be related 
to the recommendations of the Spens Report. The 
second recommendation is to authorize the G.M.S. 
Committee to resume discussions with the Minister once 
the proper size of the pool has been determined in order 
to apply a form of distribution in accordance with the 
recommendations of the Spens Committee which will 
enable the best possible medical service to be, available 
to the public. The motions and amendments sent in by 
local medical committees, some of which appear in the 
Supplement this week at page 20, show no great divi- 
sion of opinion in the country. Rather they press for 
an end to the delay that general practitioners have 
suffered and for speedy agreement to arbitration. 

The general practitioners’ case is that they stand by 
‘tthe Spens Report ; the Government claims to be doing 
the same, but the proper size of the central pool has 
not yet been determined in accordance with the Spens 
recommendations—namely, in relation to the present 
value of money and the earnings of other professions. 
In other words, it is the so-called betterment factor that 
is in dispute—and it has been for about three years— 
and the Ministry will not say what, in its view, this factor 
should be. Resort to independent arbitration therefore 
appears to be forced upon the profession. The Govern- 
ment’s offer of £2m. to which various conditions were 
attached could not be seen as a genuine endeavour to 
fulfil the Spens recommendations. In fact, as we 
pointed out recently,? it was probably designed to divert 
the attention of general practitioners from them. 

The issue before the representatives is clear.. It is to 
obtain a just instead of an arbitrary level of remuner- 
ation in accordance with recommendations agreed 
between the profession and the ,Government. 


RHINENCEPHALON AND MENTAL FUNCTION 


The paucity of gross psychological changes after sub- 
stantial destruction of both frontal lobes, or after re- 
moval of the entire cortex of the non-dominant cerebral 
hemisphere, has of recent years aroused wonder that 
large portions of the human brain should be relatively 
unnecessary. Just as startling, however, has been the 
apparent normality of function in patients who have 
had complete surgical section of the corpus callosum 
or bilateral cutting of the largest conducting bundle of 
the rhinencephalon, the fornix. It comes as little sur- 
prise, therefore, to learn that Nathan and Smith*® could 
find no record of upset of any function, simple or com- 
plex, in a case of congenital absence of the fornices and 
abnormality of the corpus callosum, come upon inci- 
dentally at necropsy in a man aged 34. Congenital 
aplasias in general are widely accepted as offering the 


1 British Medical Journal Sunplement, 1951, 1, 244. 
2 British Medical Journal, 1951, 1, 1372. , 


greatest opportunity for compensatory assumption of 
function by other structures. 

The fornices are, however, such uniquely connected 
and discrete structures that one cannot but marvel at 
the apparent functional compensation found immedi- 
ately after operation, the more so since both anatomical 
and physiological studies are beginning to indicate that 
most of the structures constituting the so-called mam- 
malian rhinencephalon are but doubtfully concerned 
with smell and may rather be furnishing a non-specific 
activator for cortical activities,’ elaborating “ central 
emotion,”* or permitting rational deliberation by pro- 
longing cerebral functions.* It may indsed be that no 
real compensation does occur immediately, and that the 
defects in this kind of non-specific or highly elaborative 
action have simply not been detected by the tests at 
present employed. One might alternatively conceive of 
the fornices as functional essentially only in the forma- 
tive pre-adult years of life, were it not that Dott’s 8-year- 
old patient remained a bright, cheerful, and intelli- 
gent schoolgirl for at least a year after transection of 
both fornices. 

Seemingly redundant structures like the fornices are 
certainly taking on a new significance now that brain 
physiology is beginning to seek inspiration from elec- 
tronic circuit principles and to find hints of the 
existence of non-specific brain energy. Cortical alert- 
ness seems to depend on the constant inflow of impulses 
from proprioceptive end-organs'® and vestibular end- 
organs,'' on the less continuous inflow from other sen- 
sory pathways,’? and possibly also on the spontaneous 
high-frequency activity of the cerebellum.'* That at 
least part of the rhinencephalon is concerned in the 
control of a diffuse generalized energy system like this 
is strongly suggested by the phenomena! ** like those 
of petit mal, and the modification of arousal response,'* 
observed on electrical stimulation of the cingulate gyrus. 

Important new knowledge of the rhinencephalon must 
also be expectéd from the new surgical attack on the 
temporal lobe made in the treatment of psychomotor 
epilepsy and psychotic conditions by American neuro- 
surgeons trained in neurophysiology and “electro- 
anatomy” and operating in theatres equipped with 
electrical apparatus ready for experimental observations 
as opportunity arises. Progress would be still more 
rapid if in every large neurological and neuropsychiatric 
unit there were a systematic search through all biopsy 
and necropsy specimens for material of anatomical or 
clinico-pathological research value. Britain lags sadly 
behind in such co-ordinated brain research, and mean- 
time the wastage of potentially instructive material is 
enormous. 
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ANAESTHESIOLOGY CENTRE IN 
COPENHAGEN 


The work of the World Health Organization in the 
fields of epidemiology, nutrition, hygiene, and the con- 
trol of tuberculosis is generally appreciated. Less well 
known, perhaps, is the endeavour to stimulate the 
development of anaesthesia in Europe, where, in 
the majority of countries, it has been the Cinderella 
specialty. Its progress has lagged. considerably behind 
that of surgery, so much so that the scope of surgical 
treatment in these countries is hampered by the lack 
of the necessary anaesthetic facilities and trained per- 
sonnel. The extraordinary and fruitful expansion of 
the specialty in Great Britain, Canada, and the United 
States during the last decade has widened the gap further 
between ourselves and the Continent. Realization of 
this had already led the World Health Organization to 
award fellowships to several Continental doctors wish- 
ing to study anaesthesia in the recognized teaching 
centres, and in 1950, through the co-operation of the 
Government of Denmark and the University of Copen- 
hagen, an International Training Centre in Anaesthesio- 
logy was established in Copenhagen. 

Scandinavia has always been anaesthetic-minded, and 
in Denmark after the war a number of young sur- 
geons-had devoted themselves seriously to this specialty. 
These Danish anaesthetists, working in the main teach- 
ing hospitals, formed the nucleus of the new centre, 
and W.H.O. fellowships were given to doctors from 
other European countries in order to epable them to 
study in Copenhagen for 12 months. With extraordi- 
nary generosity and understanding of the need the 
teaching hospitals of Copenhagen opened their doors 
to these aspiring anaesthetists, and it is to the credit 
of the surgeons, the resident anaesthetic staff, and the 
students that this experiment and gesture have proved 
extremely successful and worth while. .The course of 
instruction was organized by and at first under the 
direction of two American anaesthetists, Drs. Ralph 
Waters and Stuart Cullen. Later in the year they were 
succeeded by British and Swedish visiting instructors. 
For the purpose of clinical practice the students are 
distributed over the four principal teaching hospitals 
and the chest hospital in rotation, and they receive 
instruction from the resident Danish anaesthetists and 
the visiting instructors. The programme of theoretical 
teaching consists of lectures in the basic sciences and in 
all branches of anaesthesia, as well as discussion con- 
ferences at which future patients are assessed and past 
mistakes reviewed. 

By the end of April no fewer than 32 anaesthetists 
had completed their first year of training, and to 
round off this good work the World Health Organiza- 
tion will enable one student from each country to pursue 
his or her studies further either in Great Britain or in the 
United States. The second course has already begun, 
and for its 12 months’ duration will be under the 
direction of a British anaesthetist, who will be assisted 
by visiting instructors culled from several of our teach- 
ing centres as well as from the United States. This 
praiseworthy attempt to train in anaesthesia individuals 
who will return to their several countries as leaders and 


future teachers in the specialty is a signal and special 
service, and a noteworthy example of the advantages 
of international co-operation. It is gratifying to find 
British teachers and schools playing so large a part in 
its administration. 


DURHAM CLOSED SHOP 
Stubbornly persisting in its'‘attempt to coerce doctors to 
join a trade union or professional organization, Durham 
County Council has so far refused to modify its “ closed 


shop” resolution. It recently advertised in the lay press 


four vacancies for assistant school medical officers, 
refusing at the same time to offer terms in accordance 
with the public health award of the Industrial Court. 
Such has ‘been the response of the medical profession 
that not one docior is said to have applied for any of 


the posts. A local authority could hardly act more ~ 


irresponsibly towards the people it is supposed to serve 
or flout more flagrantly the expressed wishes of the 
Government. The B.M.A. has already asked! the 
Minister of Education, as the Minister responsible for 
the school medical service, to take action, and has also 
reported the matter to the Minister of Health. Durhamni’s 
advertisements have been the subject of an “ Important 
Notice.” in this Journal for the last four weeks, and 
they will no doubt continue to be until Durham lives up 


_ to its obligations as an employing authority responsible 


for the administration of the public health services in 
its area. 


TROPICAL REFRESHER COURSE 


When the “ Refresher Course” was begun in October, 
1949, it was hoped that these articles, together with 
“ Any Questions ?” would help to keep general practi- 
tioners abreast of new work and reminded of old. The 
subjects dealt with have been on problems familiar’ to 
doctors practising in Britain. During the next few 
months it is intended to include in this series articles on 
tropical disorders. While these are specially designed 
for the maay British doctors practising under tropical 
conditions, they should also be of interest to practi- 
tioners in this country. Our armed Forces are engaged 
in warfare in tropical climates, and there is the con- 
tinual influx of men from Government service and 
private employment abroad who come to spend either 
their leave or retirement at home. Rapid methods of 
communications make it possible for the first manifes-« 
tations of some of these diseases to show themselves 
in the home countfy. As Dr. A. R. D. Adams points 
out in his article this week, there are probably some 
undiagnosed cases of leprosy now in Britain, and the 
Ministry of Health? has recently issued regulations to 
provide for the notification of leprosy in. this country. 
Other tropical disorders will be considered in future 
The “ Refresher Course” seems to have met a need, 
and in response to many requests it has been decided to 
publish a number of articles in book form, the first 
volume of which should appear by the end of 1951. 


1 British Medical Journal Supplement, 1951, 1, 297. 
2 British Medical Journal, 1951, 1, 1439. 
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REFRESHER COURSE FOR GENERAL PRACTITIONERS — 
LEPROSY 
BY 


A. R. D. ADAMS, M.D., F.R.C.P. 


Senior Lecturer in Tropical Medicine, Liverpool University 


Leprosy (Hansen’s disease) is a chronic infective disease 
due to infection with Mycobacterium leprae. The 
organism flourishes principally in the skin and peripheral 
nerve trunks. Leprosy is characterized clinically by a 
wide range of lesions in the skin and mucous membranes, 
and by lesions of the peripheral nerves which may 
‘result in secondary sensory, motor, and trophic changes 
in the tissues supplied by them. The mortality from it 
is low ; death is usually due to an intercurrent infection 
rather than to the primary disease. 


-Geographica! Distribution and Incidence 
- Leprosy possibly originated in India and Egypt, 
whence it spread throughout the world. At present it 
is most prevalent in tropical and subtropical countries ; 
there are probably 3,500,000 sufferers from leprosy in 
China, India, and Africa. It has been eradicated as an 
endemic disease of importance from many countries 
throughout the temperate climates, where it ‘once is said 
to have flourished ; in spite of constant reimportation 
it has failed to re-establish itself, for example, in this 
country. A recent survey has disclosed the presence 
at the present time of about 100 cases of diagnosed 
leprosy in Great Britain ; there are doubtless others yet 
undiagnosed. None of the cases seen here for some 
years has acquired the infection in these islands. 


Aetiology 

M. leprae is an acid-fast organism morphologically 
resembling M. tuberculosis. It differs from the latter 
in that it has never been successfully cultured on artificial] 
media, and it has never been established as an infection 
in experimental animals. Attempts to convey the infec- 
tion from man to man by inoculation of the causative 
organism have been unsuccessful. 

The method of spread of Jeprosy is conjectural ; it 
is believed that infection occurs through abrasions of 
the skin and mucosal surfaces. Children are much more 
susceptible to infection than are adults ; prolonged and 
intimate contact with a highly infective case of leprosy 
is usually necessary for infection to result. 

Personal susceptibility to infection, and resistance to 
the infection when established, vary ; most adults are 


» very resistant to leprosy, and those dealing with highly - 


infective cases of the disease in leprosaria over prolonged 
periods rarely acquire it. Transference of the infection 
from one partner to another in marriage is unusual. 
Leprosy is not transmitted congenitally to the offspring 
of an infected mother: if the child is removed from 
its mother and from infected surroundings at birth it 
does not develop the disease ; if it is left with an infected 
mother it will probably acquire it. In most cases a 
leprosy infection is acquired in childhood; many 
authorities believe that if child infection could be 
prevented leprosy would no longer maintain itself in a 
population. 
The impoverished, ignorant, and careless, living under 
insanitary and squalid conditions in a hot moist climate, 
seem to afford the optimum medium for the spread and 


maintenance of leprosy as an endemic disease. Under 
good conditions of life in clean surroundings in a 
temperate climate leprosy does not.spread. Accordingly, 
it may be regarded as one of the least contagious of all 
infective diseases. 
Pathology 

On entering the skin in some cases the bacilli excite 
a local granulomatous response which limits their 
multiplication and dissemination. This response may 
be so vigorous that the single lesion disappears after 
destroying the organisms within a few weeks or months. 
In other cases, however, the organisms are not completely 
eradicated but persist. Though their multiplication is 
restricted they ascend the branches of a peripheral 
nerve to the nerve trunk, and they may be disseminated 
in the blood stream. In such cases the presence of the 
bacilli in the skin or a nerve causes the formation of 
a granulomatous tumour with giant-cell formation. The 
number of organisms to be found in these lesions is 
always very small. The skin tumours take the form of 
“ tuberculoids ;” in the nerves the pressure exerted by 
a similar tumour destroys the fibrils, so causing second- 
ary neural manifestations which are commonly seen in 
the extremities below the levels of the elbows and knees. 
The infection in persons whose tissues react vigorously 


_ to the presence of the organisms, as described above. 


takes the clinical form known as “neural leprosy.” 
Cases of this type are not potentially infective to others, 
as they do not discharge bacilli to the exterior. 

On the other hand, in patients with poor tissue 
reaction to the infection, the organisms, on entering the 
skin, readily establish themselves and multiply un- 
checked, The bacillary infection, which always is heavy 
in such cases, is diffuse and_ infiltrative ; the organisms 
are disseminated readily to other parts of the body in 
the blood and lymph streams. There is no tumour 
formation, nor even a specific histological response to 
the presence of the organisms, in any tissue. In the 
bacillus-infected areas large mononuclear phagocytic 
cells loaded with bacilli are to be found, and numerous 
bacilli lie within the cytoplasm of other cells and between 
the cells. The nerves are heavily infected with bacilli, 
but in the absence of tumour formation this infection 
of the nerves does not usually cause any obvious 
secondary neural manifestations. “ Nodules” are often 
seen in the skin ; these are small rounded tumours, con- 
taining enormous numbers of bacilli, which tend to 
ulcerate and discharge the latter to the exterior. The 
disease in persons whiose tissues do not react specifically 
and vigorously to the presence of the organisms takes the 
clinical form known as “ lepromatous leprosy.” Patients 
suffering from this form of the disease may discharge 


great numbers of bacilli to the exterior, and thus, , 
potentially, may be infective to others. es 


“Neural” and “lepromatous” leprosy are the two 
clinically extreme types of the disease. Patients may 
manifest lesions intermediate between these extremes, 
and are then said to be suffering from a “ mixed” form 
of leprosy. 
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Incubation Period 

The incubation period of leprosy varies greatly. AS 
a rule it is about three years, but it may be 20 years or 
more. The onset is commonly insidious, but on 
occasions it may be acute. In cases with an acute onset 
the disease is invariably of the lepromatous type, and 
the first manifestations may be recurrent attacks of 
fever with evanescent skin eruptions involving any part 
of the trunk. In the more usual insidious type of onset 
the first manifestation is commonly a persisting skin 
lesion. This may be on the face, trunk, or extremities, 
usually on an extensor surface. 

The subsequent development of the clinical manifesta- 
tions varies with the response of the patient’s tissues to 
the bacillary infection and their ability to control it. 


Lepromatous Type. 


In the skin the lepromatous lesions take the form of ~ 


““ macules ” (Figs. 1 and 2). These are areas of bacillary 


invasion of the skin which often show little departure ©. 


from normal in appearance; they are therefore not 
sharply demarcated from the surrounding skin. Later 
some changes may be evident in the colour and in the 
texture of the affected skin, which usually becomes rather 
shiny. Later still it may become oedematous and 
corrugated, espeeially over bony prominences such as the 
supraorbital ridges—hence the “leonine countenance ” 
of advanced lepromatous leprosy. In some cases there 
are discrete soft “nodules” 
numbers of bacilli; these usually are multiple. The 
nodules may ulcerate and discharge great numbers of 
organisms. 

The skin macules of lepromatous leprosy are often 
exceedingly hard to see, and should always be sought for 
in a bright light. Smears of snippings of the superficial 
layers of the affected skin should reveal the presence of 
great numbers of acid-fast bacilli. 

The mucous membrane essentially involved is that of 
the nose. It may be ulcerated; there may also be 
nodulation or ulceration of the pharyngeal, buccal, and 
tracheal mucosa in advanced cases. Scrapings of the 


nasal mucosa, taken through a speculum, usually reveal 
numerous acid-fast bacilli in cases of lepromatous 


leprosy. 


Fic. 1.—Lepromatous leprosy. Advanced disease (untreated). 
Macules on both cheeks. Nodules on left of nose. Lepromatous 
infiltration of eyes. 


(Fig. 1) containing great — 


. Fic. 2.—-Lepromatous leprosy. Same patient as in Fig ; 
Extensive lepromatous macules on trunk and elbows. Nodules 
on left elbow. 


The numerous bacilli in the affected nerve trunks in 
lepromatous leprosy do not themselves damage the 
nerve fibrils ; in the absence of tumour formation, there- 
fore, there is no obvious interference with nerve function. 
Sudden oedema may occur in the nerve during acute 
exacerbations of the infection and may cause severe 
nerve pains. 

Although in lepromatous leprosy the bacilli ale: 

widely disseminated throughout ‘the body, their presence 
results in little change in most organs other than the 
testes and the eyes. Infection in the testes may cause 
damage to the glandular tissue, with secondary sexual 
changes such as gynaecomastia. Bacillary invasion of 
the eyes, however, may lead to lepromatous infiltration 
of the various structures of the eye (Fig. 1), with damage 
to or destruction of vision, and may cause distressing 
pain. 

The progress of lepromatous leprosy is characterized 
by periods of exacerbation and of apparent remission. 
Severe exacerbations may be associated with fever and 
constitutional disturbance, and are accompanied by an 


increase in bacillary multiplication in existing lesions and 


the appearance of new lesions in the skin ; the nodules 
often break down. Such severe exacerbations are known 
as periods of “ lepra fever” and are a a feature 
of the lepromatous disease. 


Neural Type 


In the skin firm lesions of a “ tuberculoid ” type may 
appear on any part of the body. These are raised above 
the surrounding healthy skin and are very sharply 
demarcated from it. The surface skin of ‘the tuberculoids 
is usually scaly or pebbly in appearance, and is anaes- 
thetic and anhidrotic, owing to damage to the nerves 
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supplying the area as the result of tumour formation 
by the ascending bacilli. Tuberculoids may become 
inflamed and break down as a result of the vigour of 
the local reaction. This reaction is not accompanied 
by fever or by any constitutional disturbances ; it is 
beneficial, and indeed has been called the “ reaction of 
recovery.” 

Peripheral nerve trunks in the neural type of leprosy 
are infected either by an ascending infection from the 
skin or by metastasis. The presence of the organisms 
in them evokes vigorous tissue response, and the resultant 
tumour damages or destroys by pressure the component 
nerve fibrils. The affected nerve can often be felt to 
be much thickened, particularly where it passes over 
bony structures. The ulnar nerves at the elbows, and 
the peroneals below the knees, can often readily be 
palpated and may even be seen to be enlarged (Fig. 3). 
The tumours in peripheral nerves sometimes caseate 
and break down; this process is a very slow one, 
and a, developing nerve abscess may cause severe 
nerve pain. 

The damage to the fibrils innervating the area supplied 
by the nerve results in gross secondary neural changes 
of a motor, sensory, or trophic type. These changes are 
particularly evident in the extremities below the level 
of the elbows (Fig. 3) or of the knees. The “leper 
claw ” hand, drop-wrist or drop-foot, muscular wasting, 
absorption of the phalangeal bones, perforating ulcers, 


particularly of the soles (Fig. 4), and numbers of other , 


Fic. 3 —Neoral leprosy. Gross thickening of ylnar nerve. 
Palsies of hand with wasting of hypothenar eminence. Burns of 
forearm and hand due to anaesthesia. 


Fic. 4.—Neural leprosy. Perforating ulcer over head of first 
metatarsal. 


less obvious changes, such as anaesthesia and analgesia, 
anhidrosis, depilation, depigmentation, and changes in 
the texture of the skin and other tissues of the affected 
area, are all clinical manifestations of the secondary, 
neural involvement usual in the neural type of leprosy. 
Paresis of the muscles of expression may cause a mask- 
like facies ; paresis of the orbicularis oculi and anaes- 
thesia of the front of the orbit, with loss of the blink 
reflex, may lead to trauma and infection of the eye. 
Leprosy is one of the great blinding diseases of the 
world. 

In spite of the spectacular deformities evident in well- 
developed neural leprosy, it must be borne in mind that 
these deformities are secondary to nerve damage ; they 
are not primary manifestations of local leprotic 
infiltration of the damaged parts. 


Diagnosis 

The possibility of a leprotic infection should be borne 
in mind when persisting skin or unexplained peripheral 
nerve lesions are found in a patient returned from an 
endemic area of the disease. A diagnosis of leprosy 
should never be made hastily or lightly. The extra- 
ordinary significance attaching to it, a result of 
ecclesiastical influence and popular misconception, 
causes the gravest personal and social repercussions. 
Expert opinion should invariably be sought in any sus- 
pected case ; such an opinion can readily be obtained 
at one of the schools of tropical medicine in this 
country, or from the Ministry of Health’s consultant 
on leprosy. Until this year leprosy has not been com- 
pulsorily notifiable in the British Isles, and there has 
been no particular reason on the grounds of public 
safety why it should have been. It is one of the least 
contagious of infective diseases and does not spread in 
this country under modern conditions of life. There is 


therefore no reason for undue apprehension or pre- 


cipitate action when suspicion of its presence arises. 
Nevertheless, it is well that we should be informed on 
the facts, and for this reason a form of confidential 
notification has. been introduced; this will safeguard 
the interests of the public and of the patient, and wiil 
ensure that any steps deemed necessary for the patient’s 
welfare, and for that of others associated with him, 
may be taken without arbitrary interference with their 
liberties. 

In the lepromatous type of leprosy organisms can 
usually readily be recovered from the skin and mucous 
membrane lesions. These lesions in early cases may be 
extremely difficult to see. Shininess and some slight 
alterations in the colour and texture of the skin should 
be sought for in a good light. Shavings from crests of 
folded skin of the affected area may be crushed and 
smeared on slides, which are stained for acid-fast 
bacilli. Small incisions with a tenotomy knife should 
be made into the deeper layers of the skin, and scrapings 
taken from these. Scrapings should also be taken from 
the nasal mucosa and searched for acid-fast bacilli. In 
nearly all cases of lepromatous leprosy the diagnosis 
can easily be established beyond doubt by one or more 
of these means. 


In early cases of nin leprosy the diagnosis is usually © 


much more difficult to establish beyond doubt, as 
organisms are rarely recoverable from the skin lesions. 
An almost constant clinical manifestation of this type 
of leprosy is an area of anaesthesia ; in its absence a 
definite diagnosis is rarely justified. The slow but steady 
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progress of sensory, motor, or trophic changes, particu- 
larly of an extremity, in a patient from an endemic area’ 
should always suggest the diagnosis. In such cases these 
are almost invariably associated with palpable thicken- 
ing of a peripheral nerve trunk. Tuberculoid lesions of 
the skin, once seen, are usually readily recognized 
subsequently. A biopsy specimen from a thickened 
nerve trunk on careful examination may yield acid-fast 
bacilli. 

Mitsuda Test.—The Mitsuda, or lepromin, test is per- 
formed by the intradermal injection of an antigen 
prepared from material containing many bacilli. It is 
not 2 diagnostic test for leprosy, and commonly is 
positive in healthy uninfected adults. It serves to 
differentiate those who react’ vigorously to the infection 
from those who do not. It therefore helps only in 
determining whether a patient with doubtful lesions is 
suffering from the lepromatous or the neural type of the 
disease. 


Treatment 


The first decision to be made is whether the patient 
should be segregated or not. Indiscriminate compulsory 
segregation has repeatedly been’ shown to be both need- 


less and undesirable. For cases of the neural type - 


segregation is needless in the public interest, as such 
cases are non-infective to others; for cases of the 
lepromatous type it usually is unnecessary under good 
conditions of life in the temperate climates. Fear of 
segregation makes patients afraid to seek medical advice 
and so leads to concealment of the disease, which con- 
tinues untreated. A first requisite in the domiciliary 
management of a case of leprosy is the exclusion of 
children from contact with the patient ; apart from this 
the general management may be conducted along the 
lines of that of a case of tuberculosis. Comfortable 
conditions of life, preferably in a rural setting, with 
an occupational interest, and exercise within the patient’s 
capacity are all desirable. 

The successful drug treatment of leprosy requires a 
thorough knowledge of the disease and continuous 
supervision ; the treatment of leprosy should therefore 
be left in expert hands, or more harm than good may 
result from it. Any of the drugs currently employed, 
if given in excessive dosage for the individual patient, 
especially in the early stages of treatment, may cause 
exacerbation of the disease and lepra fever. Iodides 
should not be given to sufferers from leprosy, as they 
are peculiarly prone to cause a flare-up. 


Chaulmoogra 

For centuries preparation of Hydnocarpus, or the oils 
of chaulmoogra, have been used in the treatment of 
leprosy. They were originally given orally and by 
inunction, but now are given by intradermal infiltration 
and subcutaneous injection. Whether they exert any 
specific action on M. leprae is doubtful, but some lepro- 
logists still consider them of value in the treatment of 


the disease. Pure hydnocarpus oil, or an ethyl ester, - 


with 2-4% creosote as a stabilizing agent, is infiltrated 
into lepromatous skin lesions in doses up to 5 ml. at 
a sitting. The dose is at first given weekly, and then 
twice weekly ; it is then slowly increased until 15-20 ml. 
is reached. With the bigger dosage the first 5 ml. is 
used for intradermal infiltration and the balance is given 
subcutaneously as 3-ml. injections in several places. The 


course is continued for some months, and, after a break, 
is repeated ; the treatment is thus continued possibly 
for some years. Though good results have been claimed 
in India they have been much less satisfactory in Africa 
and elsewhere. 


The Sulphones 

Diaminodiphenylsulphone (D.D.S.), first prepared in 
1908, was shown in 1939 to inhibit the growth of human 
and avian tubercle bacilli in cultures; it. was sub- 
sequently shown to modify the course of avian tubercle 
infections in experimental animals. As D.DS. is 
insoluble, and as it was considered to be highly toxic, 
it was not at first deemed suitable for human use. 
Various chemical derivatives of D.D.S: were then made, 
and one of them, “ promanide,” was the first to be tried 
and proved therapeutically effective against cases of 
lepromatous leprosy. Promanide had to be given intra- 
venously, as it was found to be too toxic for oral 


‘administration, but other compounds, such as 


“diasone” and “sulphetrone,” which followed, could 
be given orally and have proved just as therapeutically 
effective. These compounds, in view of their complex 
structure, are expensive to’ manufacture, and there: is 
much reason to believe that all of them exert their action 
by the liberation of the parent substance, D.D.S., on 
hydrolysis. Recently D.D.S. has been tried on human 
patients, and it has been established that, with suitable 
modification of the dosage, it can be given orally, and 
that it gives therapeutic results as satisfactory as do the 
more complex substances and at much less cost. 
Treatment with any of the sulphone drugs must be 
begun with minimal doses ; these are increased gradually 
over a period of 2-3 months to the maximum suited to 
the patient. The toxic side-effects initially are digestive 
disturbances and a haemolytic anaemia; the latter, 
which if unchecked may become grave, requires appro- 
priate treatment and may necessitate suspension of the 
drug temporarily. Agranulocytosis is a very rare sequel 


. of sulphone treatment. 


It is beyond question that the introduction of the 
sulphone drugs has opened a promising field of chemo- 
therapy in this disease. Their proper administration 
produces arrest of the progress of. the lepromatous 
disease, and in most cases the lesions retrogress and 
even disappear. There is growing evidence that if 
treatment is continued in-suitable dosage for a sufficient 
period (some years), the -bacilli become progressively 
more hard to find until eventually, in some cases, they 
apparently vanish. 

Other Methods’. 

Thiosemicarbazone.—Within the past year or so there 
have been most encouraging reports of the immediate 
response of cases of lepromatous leprosy to p-acetamido- 
benzaldehyde thiosemicarbazone. It is too early to 
assess accurately the value of this drug in the treatment 
of leprosy, but it may well prove another advance in the 
chemotherapy of the disease. 

Antibiotics ——None of the available antibiotics seems 
to be effective in the treatment of leprosy. 

Palliative—In addition to specific drug treatment 
appropriate palliative treatment of the lesions in the eyes 
and of those due to nerve damage is necessary. Injury. 
to, and infection of, anaesthetic parts is peculiarly apt 
to occur in neural leprosy ; suitable measures must be 
taken to obviate such troubles. 
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SOME ASPECTS OF MIDWIFERY 


IN GREECE 
BY 
Professor N. LOUROS, M.D. 
AND 


N. M. KAIRIS, M.D. 
Department of Obstetrics and Gynaecology, 
Athens University 


We recently received a report on Neonatal Mortality.and 


Morbidity* through the British Council in Athens. We 


have appreciated the care with which it has been drawn 
up and also the useful conclusions it reachés, which 
may be said in general to be valid for all countries. 
However, certain details of disease and treatment differ 
from country to country ; not only because of apparent 
differences of system and method of application, but 
also from deeper causes—racial, climatic, dietetic, and 
indigenous. These differences draw the attention of 
specialists to this or that morbid condition which, owing 
to local circumstances, is more often met with in one 
particular country where it can best be studied and 
forms a permanent and ever-present problem. We 
would like, therefore, to comment on some points in the 
British report, adding notes on our own experience in 
Greece which may be of interest and value. 


Organization of Domiciliary Midwifery 


We entirely agree with all the conclusions reached in 
the report under this heading. In Greece to-day this 
is an urgent problem. 

Before the war we published an article’ dealing with 
the way the maternity home “ Marika Iliadi” (Fund 
Helena Venizelos) had tackled the question of domi- 
ciliary midwifery. A systematic investigation (includ- 
ing examination for syphilis) was carried out on all 
pregnant women attending the out-patient department 
to decide which of them could safely give birth to their 
children at home. The women selected for home de- 
livery were multiparae whose previous deliveries and 
present pregnancies were absolutely normal. All primi- 
parae and those of the multiparae showing either 
toxaemia or abnormal presentation and disproportion, 
as well as cases of multiple pregnancy and those where 
previous parturitions had required intervention, were 
booked to be delivered at the maternity home. During 
the period of antenatal care the home used to send a 
nurse to the house to see whether it was suitable for the 
birth. After this detailed selection, which was very 
similar to the recommendations in the report, the expec- 
tant mother was told to get in touch with the hospital 
as soon as the first symptoms of labour appeared. 

To carry out the home delivery, a car was specially 
prepared with all the equipment necessary, including 
forceps. Five sets of this equipment were kept in the 
car, so that more than one birth could be attended on a 
single journey. The team of one experienced doctor and 
two midwives, together with the driver, were on duty for 
24 hours. The car was attended on its journeys alter- 
nately by medical students and pupil midwives. The 


*Reports on Public Health and Medical Subjects, No. 94. 
Neonatal Mortality and Morbidity. London, H.M.S.O. (Price 


1s. 6d.) 


total staff employed consisted of two doctors and ten 
midwives, and a maximum of five deliveries could be 
attended daily. If, during the birth, any complication 
arose, the car took the woman to hospital. Unfor- 
tunately the war deprived us of this valuable car, 
which was seized by the Germans, and since the war we 
have not been able to put the system into practice again. 


Administration of Quinine during Pregnancy 


On page 10 of the report it is stated that “the use 
of quinine to induce labour is now generally recognized 
as being harmful to the baby and there is much to be 
said for abandoning it.” We cannot agree with this, 
as our experience and statistics have shown quite differ- 
ent results. We feel that in Greece our experience of 
the use of quinine is quite considerable, because, as 
is known, until the arrival of D.D.T. malaria was 
endemic and was fought as a rule only with quinine. 
Before the war practically every inhabitant suffered at 
least once from malaria and had treatment with quinine, 
and this naturally included pregnant women and women 
in labour. We can positively say, therefore, that the 
use of quinine in pregnancy or labour is quite without 
danger and has no harmful effect on the baby. We 
offer the following data in support of this theory. , 

(a) In 1903 Professor K. Louros,? basing his conclu- 
sions on clinical observations and pathological findings 
in the placentas of different women, proved that abortion 
and premature delivery and the “dead foetus” are due 
to the changes caused by the plasmodium on the 
placenta and not to the coincidental administration of 
quinine. Qn the contrary, the early use of quinine, | 
often in large doses, for malaria in pregnant women 
prevented pathological changes in the placenta and en- 
sured both the completion of pregnancy and the birth 
of a living and healthy baby. These conclusions were 
proved correct in 1925 by Professor K. Louros* and 
other Greek obstetricians, so that in Greece to-day it 
is considered a mistake not to prescribe curative doses 
of quinine for expectant mothers suffering from malaria. 
We have recently seen it stated by Professor Maegraith,* 
of Liverpool, that curative doses of the drug cannot 
cause abortion. We are not, of course, referring 
to toxic doses, which may possibly, together with the 
side-effects of the drug, cause an abortion ; this could 
obviously follow an overdose of any other drug, too. 

There is another point to which we wish to draw 
attention. Quinine undoubtedly increases the tone and 
sensitiveness of the uterine muscle and contracts the 
vessels. Thus it enables the uterus to respond more 
easily to the posterior pituitary and helps uterine contrac- 
tions. But it makes the uterine muscles sensitive in this 
way only if the membranes have been ruptured, and 
in no way acts as an oxytocic beforehand. For this 
reason we do not in the least fear giving quinine during 
pregnancy, provided the doses remain within curative 
limits, and in this way we prevent the miscarriages and 
premature babies which would result in a large propor- 
tion of cases were the malaria left untreated. In addi- 
tion, since we are convinced of its harmlessness to the 
baby, we administer quinine to tone up the uterine con- 
tractions in all cases of early or premature rupture of the 
membranes in case of inertia, with very satisfactory 
results to both the mother and the child. 5 

(b) Our collaborator Kyriakis®. published the results 
of a procedure of ours in early rupture of the mem- 
branes for reviving uterine contractions by means of 
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quinine, warmth, and “thymo-physin.” By using this 
method we were able, in our clinic, to reduce neonatal 
mortality to 2.2% from Sztehlo’s® 7 estimated 79%; and 
the accompanying mortality in the puerperium from 
34.1% to 1.5%. These figures are based on statistics 
drawn up by Kyriakis on 661 cases of early rupture 
of the membranes with primary or secondary inertia. 
We feel that these figures speak for themselves on the 
harmlessness of quinine to the baby, since in these cases 
quinine was being administered in doses of 1.5 g. during 
labour until the complete re-establishment of the uterine 
contractions. 


Influence of Diet on Toxaemia and Eclampsia 


We know beforehand that our British ‘colleagues, in- 
cluding Professor F. J. Browne, will not agree with us 
on this. We believe that toxaemia in pregnancy and 
eclampsia are the result of an as yet unknown anomaly 
of metabolism which has, no doubt, some connexion 
with the presence of the foetus and causes visceral 
vagotony, resulting either in the appearance of the 
symptoms of pre-eclampsia, due to the compensatory 
effort of the sympathetic nervous system, or in 
eclampsia itself, from insufficient. compensation or 
slackness of the sympathetic, with fatal outcome and the 
appearance of the characteristic liver changes. This 
theory is based on previous research since verified by 
further observations and experience.*!! 

The importance of meteorological conditions, either 
in general’? or in connexion with the manifestation of 
eclampsia, has been shown for the eclamptic crisis by 
N. Louros, collaborating with Panagiotou.** 

The importance of food, however, in the development 
from simple toxaemia to genuine eclampsia is of still 
greater importance. In the war of 1914-18 during the 
blockade a considerable fall in the frequency of 
eclampsia was observed in Germany. Ruge,'‘ in Berlin, 
mentions a fall from 4.5% to 1.5%, with complete 
elimination of fatal cases of eclampsia during 1916. 
Likewise A. Mayer,** 1° in Tiibingen, mentions the com- 
plete elimination of the disease, while previously its rate 
was 1.3%. Also Warnekros,'’ in Berlin, noticed a fall 
from 4.5% to 1% and of the fatal cases therein from 
20% to 8%. This considerable fall in Germany at that 
time occurred in areas which had especially suffered 
from» an absence of food containing animai fat and 
protein, a fact that confirms Hammerschlag’s'*® earlier 
observation that in districts where women were fed with 
plenty of animal fat and protein eclampsia occurred in 1 
in 286 cases, while in other areas, where such food was 
scarce, the rate fell to 1 in 1,800. Besides the earlier 
observation, according to which sodium chloride in- 
creases the likelihood of eclampsia, it has since been 
noticed that animal fat and protein have equally harmful 
effects. 

These early observations, and subsequent research by 
N. Louros, have been confirmed by the following 
statistics and experience noted at our clinic,!*® mainly 
during the period of the German occupation of Greece. 
According to these statistics, out of 7,248 births during 
the years of starvation, 1941-2, a considerable reduction 
was - noticed of both toxaemias and pre-eclamptic 
symptoms, and also of eclampsia. A slight fall in the 
frequency of hypertension was observed and a con- 
siderable reduction of albuminuria from 4.76% to 2.06%. 
The frequency of oedema, on the other hand, increased 


from 3.2% to 14.63%, due to the almost complete lack 
of protein during that time, which meant that oedema 
alone was not a useful symptom for differentiating the 
toxaemic or pre-eclamptic state. The frequency of the 
simultaneous appearance in the same pregnant woman 
of the three purely pre-eclamptic symptoms—hyperten- 
sion, albuminuria, and oedema—shows a decrease from 
2.79% to 1.8%. Finally, the rate of eclampsia shows 
per year the following characteristic fall: 1939, 0.31% ; 
1940, 0.17% ; 1941, 0.25% ; 1942, 0.12%. 

At this point we must emphasize that in Greece the 
toxaemia, pre-eclampsia, and eclampsia rate has always 
been very low, and that the Greek people's average 
diet is mainly of vegetables (raw or dry), starch, and 
oil, and the amount of animal fat and protein is quite 
infinitesimal. According to our statistics, in 23,773 
deliveries there was a frequency of 1 eclamptic in 395, 
or 0.21%.?° 

Therefore, bearing this research in mind, we recom- 
mend: to pregnant women less salt in their food, less 
animal fat and protein—even a complete absence of 
these substances toward the end of pregnancy or if the 
symptoms of pre-eclampsia appear. Instead we recom- 
mend carbohydrates, vegetable fat, and vegetable 
protein, or even a diet of vegetables, fruit, starch, oil, 
and sugar. By this means we succeed in practically 
every case in stopping eclampsia, if the woman comes 
in time and attends regularly for observation at the 
antenatal clinic. 
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The Tuberculosis Educational Institute, composed of 
representatives from the Joint Tuberculosis Council and 


the National Association for the Prevention of Tuberculosis, 


organizes refresher courses for doctors, nurses, health 
visitors, social workers, and administrators, usually held at 
university centres. Intensive three-day clinical courses for 
doctors are held throughout the year at Cheshire Joint Sana- 
torium, Market Drayton; King George V Sanatorium, 
Godalming; and the Red Cross Sanatoria of Scotland 
(Tor-na-Dee and Glen o’ Dee). A course for doctors to 
be held in Holland is planned for the spring of 1952. The 
programme, drawn up in collaboration with the Netherlands 
Tuberculosis Association, will include lectures, clinical 
demonstrations, visits to sanatoria and dispensaries, and a 
number of social events and sightseeing tours. This course 
can be held only if there are sufficient numbers, and those 
interested are asked to make preliminary application before 
the end of September to the Secretary, Tuberculosis Educa- ’ 
tional Institute, Tavistock House North, Tavistock Square, 
London, W.C.1, from whom details of the course may be 
obtained. 
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FESTIVAL SYMPOSIUM ON CARDIOVASCULAR 
DISEASE IN AN AGEING POPULATION 


_On June 22 a symposium on “The Problems of Cardio- 


vascular Disease in an Ageing Population” was held at 1, 
Wimpole Street, London, W.1. This was the seventeenth 
of the Festival scientific meetings sponsored jointly by the 
British Medical. Association and the Royal Society of 
Medicine. 

The Chairman, Dr. J. H. SHELDON, opened the meeting by 
stressing the importance of the subject. There was still 
much to be learned about cardiovascular disease in the aged, 
even clinical facts. The rapidly increasing number of the 
aged, the shortage of hospital beds, and the difficulties in 
caring for old people at home all gave urgency to the prob- 
lem. Unnecessary restraint of the activities of elderly 
patients with cardiovascular disease was to be avoided, par- 
ticularly if based on a single physical sign. 

Professor A. M. Boyp spoke on the diagnosis and manage- 
ment of circulatory deficiency in the legs due to degenerative 
arterial disease. Typical cases of intermittent claudication 
in the calf muscles were easily diagnosed, but if exercise- 
pain occurred in an atypical site such as the front of the 
leg or the sole of the foot diagnosis was often missed. 


Syndrome Due to Aortic Obstruction 

Arterial deficiency in the legs resulting from obstruction 
of the lower quarter of the aorta produced a syndrome 
which was not well recognized. The patient would com- 
plain of odd pains in his thighs and legs or sometimes of a 
sense of weakness from the waist downwards as if “ his legs 
did not belong to him,” coming on with exercise. These 
indefinite symptoms were frequently couched in such vague 
terms, and the physical signs so little apparent, that the 
patient was often sent to a psychiatrist. On examination at 
rest the pulses in the legs might be normal, but if examined 
again immediately after exercise all pulses in the legs would 
be impalpable, returning to normal after a few minutes’ 
rest. The disappearance of the pulse on exercise and return 
with rest was pcre of a high arterial block. 


Diagnosis of Leg Pains 
Many patients in the age group under discussion were 
unable to give an accurate description of their various aches 
and pains. Osteoarthritis of the knees, hips, or ankles, 


“metatarsalgia, fibrositis, and neuralgia paraesthetica were all 


common between the ages of 55 and 65. In osteoarthritis of 
the knee pain was often referred to the back of the calf ; 
in osteoarthritis of the ankle to the front of the shin ; and 
in osteoarthritis of the hip to. the thigh. The pain of 
osteoarthritis would come on with walking, but reach its 
peak when the patient went to bed at night. Old deep 
phlebitis would prolong the pain of claudication by delaying 
the elimination of metabolites. A patient with arterial 
deficiency and exercise-pains in the calf muscles might also 
have osteoarthritis of his knee and hip and some metatars- 
algia. He would describe his pain as an ache which came 
on with exercise in his whole limb from hip to foot, and got 
worse throughout the day, keeping him awake at night. 

The various components of his painful state could be 


. sorted out only by systematic blocking with local analgesics 


of all likely causes of pain, one by one. Pain from the hip, 
knee, and ankle joints could be abolished by injecting 10 ml. 
of 0.5% procaine in acid potassium phosphate into the joint. 
Between each injection the patient could be exercised and 
any alteration in the extent of pain noted. Injections of 
2% procaine into the cutaneous nerve of the thigh would 
eliminate neuralgia paraesthetica. The lateral popliteal nerve 
and post-tibial nerve at the* ankle could be blocked in the 
same way. By this means all the components of the 
generally painful limb could be sorted out. 


Treatment of Intermittent Claudication 


_ The principles of treatment in intermittent claudication 
were simple, but in practice many factors had to be taken 
into consideration and each patient’s individual problems 
had to be weighed carefully. The type of arterial disease 
was important. Patients with high blood pressure and diffuse 
obliterative arteritis with or without secondary popliteal 
thrombosis were not very likely to lose their legs from 
gangrene, and therefore it was unnecessary to adopt special 
measures to rescue the limb. Patients with secondary 
femoral thrombosis, on the other hand, had much healthier- 
looking limbs, but the condition was very likely to progress 
to gangrene. In these patients, therefore, sympathectomy 
should, generally speaking, be carried out whatever the 
patient’s age or the grade of claudication. The grade of 
claudication was a most important factor to consider. 


In Grade I the blood supply and demand were almost equal; 
the patient got pain after walking a hundred yards (91.4 m.) or 
so, but if made to continue walking the pain disappeared. In this 
grade the level of metabolites crossed the pain threshold before a 
full vasodilatation response had time to occur, but equilibrium 
was finally reached below pain level. A patient with Grade I 
claudication could be relieved of his pain by anything—a pep 
talk, Buerger’s exercises, radiation, or a placebo such as fiour 
put up in crimson capsules. In Grade II there was a marked 
discrepancy between supply and demand. Pain coming on with 
walking settled down to a steady level of intensity, equilibrium 
having been reached above the painful threshold. Nothing short 
of a genuine increase in blood flow would relieve the pain. 
Lumbar ganglionectomy gave excellent results in this grade. 
a-Tocopherol (“ ephynal’’), 400 mg. daily, would give nearly 
as good results, but would take three to four months to do so. 

In Grade III the gap between supply and demand was so 
great that it was impossible to increase the blood flow sufficiently 
to give relief. The patient’s pain on walking would not settle 
down to a steady intensity, but would get steadily worse until 
he was forced to halt in agony. Only purely pain-relieving pro- 
cedures, the best of which was tenotomy of the tendo Achillis 
if the pain was confined to the calf, would give relief in a Grade 
III claudication. 

Other factors must also be considered before deciding the 
method of treatment. It was useless to adopt energetic 
means to relieve claudication if the patient’s angina would 
not allow him to walk much further, the same applying to 
advanced osteoarthritis of joints. More energetic methods 
would have to be adopted for a man who was compelled to 
walk in order to earn his living than in another who had 
retired. Grades of claudication, type of arterial disease, 
economic factors, geographical factors, associated illnesses 
—all had to be carefully considered. 

Dr. WiL1AM Evans discussed four affections of the heart 
which would show themselves more often as the span of life 
lengthened. 

Lone Auricular Fibrillation 
_ The aged heart reacted variably to the threat of 
arrhythmia ; it was less liable to sinus arrhythmia and 
tachycardia, no more. prone to paroxysmal or auricular 
tachycardia, but it was more susceptible to auricular 
fibrillation. Lone fibrillation had no symptoms ; there was 
neither cardiac enlargement nor failure, and as a rule it was 


a fortuitous finding. In those following a heavy occupation © 


the heart rate daring exertion might increase from its 
customary rate of about 80 a minute and cause palpitation. 
In this event treatment was required, and digitalis in small 
doses, sufficient to hold the lower rate, sufficed ; he preferred 
this to quinidine therapy. The importance of the condition 
lay in the recognition of its innocent nature. 


Aortic Stenosis 


Although rheumatic fever often caused it, this valvular 
trouble was also a product of ageing, and hé had often 
watched it developing in elderly patients who came to be 
re-examined for other reasons. There was no need to 
enumerate its clinical signs, but it was necessary to remind 
an older generation of medical practitioners of the ways in 
which views on its diagnosis had changed in the last decade 
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or so. Frequently cardiac pain was a symptom, and this 
did not imply the addition of coronary arterial disease. A 
thrill was no longer demanded for its diagnosis, and its 
systolic murmur, which was always heard in the mitral area, 
need not be heard in any strength to the right of the mid- 
line ; the murmur had also a distinctive phonocardiographic 
pattern. Calcification of the valve aided its radiological 
diagnosis. Although relatively a benign lesion, aortic 
stenosis might kill suddenly if the obstruction was severe 
enough to cause heart failure, recognizable by the simul-- 
taneous appearance of breathlessness and a triple heart 


rhythm. 
Aortic Sclerosis 


This was a sort of subclinical aortic stenosis caused by 
extension of aortic atheroma to the base of the aortic valve. 
Its recognition had one purpose—namely, to prevent 
committing so many healthy elderly subjects to a life of 
unwarranted invalidism because of a noise in the chest. 


Coronary Sclerosis 


Coronary sclerosis would be expected to increase in an 
ageing population. Cardiac pain was the chief symptom 
of a faulty coronary circulation ; it was always present in 
the front of the chest and was never confined to the arm, 
the neck, or the back except within a week of its onset. 
In many cases the pain was atypical. Helpful physical 
signs of ¢ardiac infarction included a small pulse, hyper- 
tension with high diastolic pressure and relatively low 
systolic (e.g., 180/140), slight cardiac enlargement, and triple 
rhythm, but in many cases there was nothing to be found. 
An E.C.G. was essential and was of great value, because it 
was abnormal in the vast majority if it included three limb 
leads, lead III in full inspiration (III R), and three chest 
leads (C 1, 4, 7). However, the abnormalities might be very 
slight and included splintering of the QRS in lead I over the 
left ventricle, S-T depression especially in III R, delayed 
rise of the T wave, a blunt T wave, a dipping T wave, or 
an inverted U wave. 


Intracranial Vascular Accidents 


Dr. T. ROWLAND Hit spoke on the neurological aspects. 
During the last decade there had been a steady increase in 
deaths from intracranial vascular lesions. In 1939 the total 
in England and Wales had been 48,666; in 1949 it was 
59,236, of whom 24,808 were men and 34,428 women, and 
of whom 34,127 were attributed to cerebral haemorrhage 
and 23,460 to embolus, thrombosis, and softening. In a 
New York hospital 82% were attributed to thrombosis, 15% 
to haemorrhage, and 3% to embolism. In an American 
series of 4,250 consecutive necropsies there was cerebral 
haemorrhage in 2.5%, and thrombosis in 1.5%. Cerebral 
atherosclerosis and diffuse hyperplastic sclerosis were not 


just diseases: of senility, and their cause was unknown. — 


The part played, for example, by abnormalities in lipoid 
and fat metabolism was being investigated, and hypertension 
had been found in practically every case of cerebral haemor- 
rhage that came to necropsy in the American series. How- 
ever, there were immediate, but in many cases avoidable, 
precipitating causes of cerebral infarction, and these included 
malnutrition (avitaminosis, anaemia), physical fatigue, and 
acute and chronic infection. Often there were evanescent 
premonitory signs such as those of hypertensive encephalo- 
pathy or cerebral vasospasm. The differentiation of cerebral 
haemorrhage and thrombosis was often surprisingly diffi- 
cult: other conditions in the differential diagnosis were sub- 
dural haematoma, cerebral tumour, the presenile dementias, 
parenchymatous syphilis, and senile myasthenia gravis. He 
stressed the importance of routine .cerebrospinal fluid 
examination. 
Dr. Hill discussed the early treatment of intracranial 
vascular lesions and emphasized its great value and future 
possibilities, Opinion was not yet unanimous upon stellate 
block and vasodilator drugs, such as nicotinic acid, and 


anticoagulants for cerebral infarction, but there was ample 
evidence to justify their use in selected cases. Subarachnoid 
haemorrhage was not uncommon in the elderly, and carotid 
ligation should be considered ; in some it had even proved 
life-saving. .Favourable results after surgery for intra- 
cerebral haemorrhage were increasingly reported from all 
over the world, and great extension of this work was 
urgently needed in this country. The most important treat- 
ment was thorough bed rest and full attention to nutrition 
in cases of early or impending infarction. Rehabilitation in 
cases of paralysis should not begin too early. It should 
never replace the early general treatment. With concentra- . 
tion on these points a surprisingly large number of patients 
showed really worth-while and enduring improvement. 


Modern Life and Mortality from Heart Disease 


Dr. D. D. Rem commented on cardiac mortality. The 
mounting death rates from heart disease in general and 
coronary disease in particular had raised the fear that the 
increasing mortality from these causes was the result of the 
increasing tempo and tensions of modern life. Some of this 
rise in the crude death rate could be explained by the con- 
tinuing trend towards a higher proportion of older people 
among our population. Some of the rise in coronary disease 
deaths was clearly due to increasing precision in the differ- 
ential diagnosis of cardiac disease, but in view of the diffi- 
culties in the interpretation of trends in mortality from 
specific causes it was probably wiser to treat the degenerative 
cardiovascular lesions, together with cerebral haemorrhage 
and chronic nephritis, as a single epidemiological unit. A 
review of the death rates in middle life from these causes 
suggested that a good deal of switching of diagnostic labels 
might have taken place and that the male death rate 
from cardiovascular—renal disease as a whole had remained 
remarkably stable in the past century. Some broad epidemio- 
logical patterns were, however, apparent. The improvement 
in the conditions of women’s lives had produced a fall in 
their death rate from this group of causes since Victorian 
times. Broadly speaking, the individual components, of the 
cardiovascular—renal disease group were consistently more 
often a cause of death 1n the industrial North than in the 
rural South-west of England. This might reflect real occu- 
pational differences in this type of mortality. Coronary- 
disease mortality had slightly increased during the blitz in 
London ; but it had not been by any means the only one 
of the group to be thus affected by increased nervous ten-. 
sion. Nor did nervous tension seem to be the only factor 
affecting these presumed “ stress ” diseases. There was some 
evidence that wartime changes, perhaps in diet, might have 
neutralized the anticipated effect of the heightening of 
anxiety in war on the heart-disease death rate. Although 
in individuals or in particular occupational]. groups of the 
population nervous stress appeared to play a part in the 
causation of cardiovascular-renal disease, it would be pre- 
mature to suppose on the basis of the rise in heart-disease 
mortality alone that this particular generation was being 
subjected to an unprecedented emotional strain. We must 
first make quite sure that the apparent rise in coronary 
disease was not the result of fairly recent developments in 
diagnostic fashion and habits of death certification. 


Discussion 


In the discussion Dr. SHELDON noted that cardiac pain 
might be very atypical in old people. The slowing of the 
cerebral circulation produced not only mental changes but 
also defects in posture—labyrinthine defects—as shown by 
the increased frequency of accidents in the house. Dr. N. 
Pines considered that the secret of old age was in the 
elasticity of the arteries. A general practitioner was inclined 
to agree with Dr. Reid that the apparent increase in coronary 
disease might be due to a change in the diagnostic label. 
Before the paper by Parkinson and Bedford in 1928 his cases 
had been diagnosed as “ acute abdomens ” and gall-bladder 
or renal pain. 
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FESTIVAL SYMPOSIUM ON SCIENTIFIC 
ADVANCES AND GENERAL 
PRACTICE 


On June 27 a symposium on “ Reactions in General Prac- 
tice to Scientific Advances ” was held at 1, Wimpole Street, 
London, W.1. This was the 23rd of the Festival Scientific 
Meetings sponsored jointly by the British Medical Associa- 
tion and the Royal Society of Medicine. Dr. G. R. 
ABERCROMBIE was in the chair. 


Early Diagnosis 

Dr. Lawrence DuakeE, of Reigate, opened the discussion 
by pointing out that during the past 25 years modern science 
had opened so many doors in the specialties that there was 
a tendency to. forget the tremendous effect it had had also 
on general practice. The primary purpose of a practitioner 
was to make an early diagnosis; and recent scientific 
advances had helped him enormously to do this, so long 
as he was provided with pathological and x-ray facilities. 
His training should make him an expert diagnostician, but 
owing to lack of these facilities in many districts this train- 
ing was to some extent wasted in practice at present. 
Dr. Dulake spoke of the importance of advances in preven- 
tive medicine (especially in the prevention of diphtheria), of 
advances in social medicine—a new name for much 
of the work which practitioners had been doing for 


many years—and in curative medicine, with special 
reference to the new antibiotic drugs, the value of 
He paid 


which practitioners had been quick to appreciate. 
tribute to the important part which pharmacists and the 
manufacturing chemists had played in producing new drugs 
and in giving practitioners helpful advice on how best to 
use them. He compared certain recent advances in 
psychiatry with the amateur, friendly, and helpful home 
psychiatry so often practised by the family doctor ; and he 
pointed out also that recent scientific advances had made 
many incurable and chronic diseases worthy of careful 
reflection and study. 

Mr. JoHN EvERIDGE continued the discussion by enumer- 
ating some of the urological conditions in the diagnosis and 
treatment of which practitioners had been helped by recent 
scientific advances—haematuria, calculi developing in 
recumbency, “crush” syndrome, amicrobic pyuria, osteitis 
pubis, hypertension secondary to renal disease, pathological 
states associated with modern chemotherapy and antibiotics, 
and the treatment of carcinoma of the prostate with 
oestrogens. He emphasized the importance of giving peni- 
cillin when an indwelling catheter was being used, of post- 
operative penicillin cover in preventing stitch abscesses and 
mixed urinary infections, and of intravenous pyelography, 
which was replacing many of the older renal function tests 
and tests for residual urine in the bladder in cases of 
obstruction. 

He emphasized the need for complete urological inves- 
tigation in cases of chronic urinary -infection. Recently 
introduced diagnostic measures were particularly valuable in 
urinary tuberculosis and conditions associated with develop- 
mental defects of the upper urinary tract. The newer 
antiseptics were surveyed. 


Hospital Beds for General Practitioners 

Dr. Guy Dain said that he had been in practice in 
Birmingham since 1893, and that when he started there all 
the hospitals in the city were staffed by general prac- 
titioners. Medicine, like shoemaking, he said, was becom- 
ing divided up more and more into specialties, and the 
general consulting physician was fast disappearing. One 
encouraging sign for the future was that practitioners were 
once again coming back into their own so far as diagnosis 
was concerned. The technical sides of practice, such as the 
setting of fractures and other operative procedures, were 
perhaps being done more by others, but the diagnostic side 
was becoming more and more a job for practitioners them- 
selves. The development of the antibiotics had opened new 


. ment. 


fields in treatment. The outlook for general practice was 
brighter, he thought, than it had been for a long time ; and 
what practitioners were waiting for now were better diag- 
nostic facilities and access to their own hospital beds. When 
these had been given them general practice would once 
again be one of the finest branches of the profession. 


Fashions in Treatment 

Dr. GEOFFREY Evans had been set a problem by the first 
speaker: “Should an acutely ill patient be treated with 
antibiotics before a firm diagnosis of the particular infec- 
tion has been made, or should the doctor wait until the 
pathological results are through before embarking on anti- 
biotic therapy?” Dr. Evans said he thought that much 
valuable time was saved when antibiotic treatment was 
started at once, and that this treatment could easily be 
reviewed when pathological results and sensitivity tests 
were complete. Of recent advances he mentioned liver 
extract treatment for pernicious anaemia (of 1,480 patients 
with pernicious anaemia treated by Wilkinson 1,179 were 
still alive) and modern methods for prevention, diagnosis, and 
treatment of diphtheria, gastric ulcer, thyrotoxicosis, and 
anxiety and depressive states. He agreed with previous 
speakers about the very great importance of simple, kindly 
psychiatric investigation and treatment done by practitioners 
in their surgeries or in their patients’ homes. He men- 
tioned also the value of modern methods of pre-operative 
preparation of a patient and of post-operative manage- 
In his own inimitable way he pointed out how 
many treatments during the past few years had been in 
and out of fashion—nephropexy, colectomy, gastro-entero- 
stomy, vagotomy, tonsillectomy, and the prescription of 
barbiturates, amongst many others. Fashions in treatment 
were still going up and down, perhaps more quickly now 
than they had done in the past ; but up and down they still 
went, and in assessing the value of recent scientific advances 
and the reactions of practitioners to them this fact had to 
be borne in mind. 

Dr. Evans spoke of the present problem of overcrowded 
surgeries and out-patient departments. This was no new 
thing. Robert Bridges, subsequently the Poet Laureate, who 
had been a casualty physician at Bart’s, had pointed out in a 
paper published in 1878 that he saw 30,947 out-patients in 
one year, which allowed him an average of 1} minutes per 


patient. 
Diabetes in General Practice 

Dr. WILFRID OAKLEY illustrated his remarks with reference 
te diabetes. Many general practitioners, he said, were good 
general physicians who were able to-make use of recent 
scientific advances in this field. He pointed out the impor- 
tance of recognizing the different types of diabetes, of using 
different preparations of insulin in the right way, and of the 
value of blood sugar estimations in the management of 
diabetic coma. Diabetes in pregnancy, he said, was often 
best treated by caesarean section at 36 weeks. The treat- 
ment of diabetic peripheral arterial disease with “ priscol ” 
and vitamin E was a good example of a recent advance im 
therapy available to every general practitioner; and the 
newer antibiotic drugs had made amputation in diabetes 
a much less extensive and formidable procedure than it had’ 
been some years ago. 

The chairman, Dr. G. R. ABERCROMBIE, briefly sum- 
marized what had been said during the morning, and 
thanked the speakers for their part in the proceedings. He 
hoped that this would prove the first of other similar sym-- 
posia on general practice arranged jointly by the British 
Medical Association and the Royal Society of Medicine. 


The National Association for Mental Health has published’ ’ 
the second part of a directory of psychiatric out-patient 
facilities in the United Kingdom (price 2s. 6d.), listing clinics: 
for both adults and children. All the clinics named come 
under the National Health Service. They are arranged alpha- 
betically under counties, and the address, the name of the 
psychiatrist in charge, and the hours of consultation are givem. 
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Preparations and Appliances 


MODIFIED DETACHABLE-BLADE 
LARYNGOSCOPE 


Dr. W. Kirk Rag, anaesthetist, Royal National Throat, Nose, 
and Ear Hospital, writes: The laryngoscope with detachable 
blades here illustrated was designed to correct the principal 
mechanical defects found in all other types that I have 
encountered. The instrument is adaptable to the generally 
accepted and well-established types of blade. The draw- 
backs which I invariably encounter with most types of 
detachable-blade laryngoscopes are (1) the methods of attach- 
ing and detaching the blades are awkward and time- 
consuming ; and (2) with even moderate use the junctions, 
particularly of the articulated types, tend to become loose, 
resulting in defective electrical contacts. 

The instrument consists essentially of a battery-containing 
handle of a similar size and design to the existing Magill and 
Macintosh types. At one end of the handle there is a 
threaded socket, and at the other end a simple press switch 
operable by the thumb of the hand holding the instrument. 
The blades, which may be of any design, are fitted with a 
lug which carries a short helical thread and a central 
electrical contact. It is necessary only to insert the 
threaded portion of the lug into the socket of the handle, 
and by merely rotating the blade through 90 degrees a rigid 
and secure junction is made. The central electrical contact 


_The laryngoscope, showing screw thread. 


bears directly on the battery terminal and depresses the 
battery against the tension of a coil spring in the base of 
the handle. This coiled spring permits sufficient excursion 
of the battery to compensate for any wear in the helical 
thread that is likely to take place, therefore an effective 
electrical contact is always ensured. 

The Magill type blades supplied with the instrument have 
been modified in two respects: (1) the ends of the blades 
have been made more spatulate ; and (2) the tips have been 


rolled to minimize the chance of trauma during use, a feature 
in laryngoscope design which I believe Dr. Magill originated, 
but which has, unfortunately, tended to disappear over the 
passage of years during which Magill’s blades have been 
in widespread use. The laryngoscope at present is supplied 
with a full range of Magill and-Macintosh type blades, and 
for those who prefer a lightweight handle for use with the’ 
infant-size blade an alternative is provided utilizing a pencil- 
size battery. The helical thread on all blades and both 
handles is standard, thus providing complete interchange- 
ability. The laryngoscope is obtainable from Messrs. A. 
Charles King Ltd., and I am indebted to Mr. L. Gibbons 
for his kind and able assistance in evolving this instrument. 


Nova et Vetera 


A MANCHESTER PIONEER 


John Ferriar, Public Health Work, Tristram Shandy, and 
other Essays and Verses. William_Osler, His Interest in 
Ferriar. Biographical Notes. By Edward M. Brockbank, 
M.B.E., M.D., F.R.C.P. (Pp. 51. 6s.) London: William 
Heinemann Medical Books. 1950. 


“What Manchester thinks to-day England thinks to- 
morrow” was originally said of economic affairs. It 
would be hardly less true of science. The names of. 
Dalton, Henry, Joule, and many others come at once to 
mind. But it is not always remembered what a lead Man- 
chester has given in public health also. In 1796 a board of 
health was founded in Manchester and began publishing its 
Proceedings in 1805. A fever hospital was opened there 
before the eighteenth century was ended. In all these 
matters Manchester was some years ahead of London. In 
all John Ferriar (1761-1816) had his share. 

Ferriar, born in Roxburghshire, began practice at Man- 
chester in 1785. He soon became prominent in literary and 
scientific circles, much of his activity being displayed at the 
famous Manchester Literary and Philosophic Society, to the 
Proceedings of which he often ‘contributed. He practised 
widely among the poor and became an authority on typhus, 
of which he had seen a great deal. He was himself immune, 
having had the disease in 1780 “ with three weeks’ delirium.” 
He became honorary physician to the Manchester Infirmary, 
Dispensary, and Lunatic Hospital in 1790. He was a pioneer 
in the cause of improved housing, and was in every way a 
highly enlightened practitioner, devoted, self-sacrificing, and 


- far in advance of his day. 


Ferriar was a man of strong literary tastes. He became 
an authority on the writing of Sterne, and was the first to 
trace many of the complex allusions in Tristram Shandy to 
their source. He possessed a fine library, which was dis- 
persed only in comparatively recent years. Osler took much 
interest in Ferriar. The author records Osler’s attitude 
to him and interest in the medical affairs of Manchester. 
Dr. Brockbank has produced a charming pamphlet for the 
bedside, full of pleasant references and allusions. 


CHARLES SINGER. 


Laying the foundation-stone for a new federal clinical 
research centre at Bethesda, Maryland, on June 22, President 
Truman said: “Skyrocketing medical costs are pushing 
millions of Americans into the medically indigent class. 
Medical care is for the people and not just for the doctors 
and the rich. Our. objective must be to make the best 
modern medical care available to more and more people. - 
I intend to keep right on working for that as long as I am 
President of the United States and also after I get through 
being President of the United States” (New York Times, 
June 23). 
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Complications of Cortisone and A.C.T.H. Therapy 


Str,—Now that cortisone and A.C.T.H. are being made 
available for therapy it is becoming of increasing importance 
to determine the complications which may follow their use. 
It was early reported that a Cushing-like syndrome and 
water retention might occur during such treatment ; but later 
reports indicate that these developments are not serious, as 
they regress quickly on stopping therapy. But there are 
rumours of more serious complications which, for the most 
part, have not been reported in the medical press. Naturally 
medical men are hesitant about publishing observations 
which might give rise to undue anxiety about any therapy, 
and, if such occurs so infrequently in any one man’s experi- 
ence as to leave open the possibility of coincidence, it is 
unlikely that they will readily be reported. Nevertheless it 
is important to establish as soon as possible whether certain 
conditions which have been observed to develop during, or 
shortly ‘after, cortisone or A.C.T.H. therapy are directly 
associated with this or are merely coincidences. For this 
reason the General Committee on Clinical Trials of A.C.T.H. 
and Cortisone of the Medical Research Council are anxious 
to receive reports from medical men of any untoward effects 
which seem to be connected with such therapy. The 
rumoured effects which they have particularly in mind are 
the development of diabetes mellitus, hypertension both 
benign and malignant, peptic ulceration including perfora- 
tion of such ulcers, cardiac failure, psychotic changes, and 
the exacerbation of tuberculosis. If reports of any such, or 
other, untoward events could be sent to the secretary of 
the committee, Sir John Taylor, Medical Research Council, 
38, Old Queen Street, London, S.W.1, the committee would 
be grateful for this assistance.—I am, etc., 

H. P. Himsworts, 
Secretary, Medical Research 


Liver Function after Partial Resection 


Sm,—On May 22 at a medical meeting at the Newcastle- 
upon-Tyne Infirmary in connexion with the bicentenary of 
that institution I showed a patient from whom I had removed 
a considerable part of the right lobe of the liver containing 
a large tumour. The operation was carried out just 30 years 
ago. The tumour proved to be a large hepatoma and the 
whole mass when fresh weighed 2 Ib. 3 oz. (1 kg). At the 
time of operation the patient was a lad of 13, and made a 
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London, S.W.1, 


very good recovery. The case was published in the Pro- . 


ceedings of the Royal Society of Medicine in 1923 (16, Sect. 
Surg., 43). 

' Thereafter he continued to develop normally and was in 
good health 15 years later, when I lost touch. 

Recentiy this patient complained of some duodenal trouble 
and came under the care of my former colleague Mr. W. A. 
Hewitson, who kindly informed me of his admission to the 
Newcastle-upon-Tyne Infirmary. In view of the previous 
history a most thorough examination and investigation was 
undertaken, numerous tests for liver function being carried 
out. No abnormality of any sort was disclosed. The 
presence of the suspected duodenal ulcer was not confirmed, 
and the symptoms of which he had complained soon 
responded to dietetic care. 

The patient, now 42 years of age, looked in very good 
general health. Of stocky build and somewhat over weight, 
he is well developed and apparently normal in every way. 

The genitalia were rather small, and though married for 
some time he is without offspring, but has no marital 
disability. He is regularly employed in clerical work. By 
all ordinary standards and the test of response to environ- 
ment he may be regarded as a normal individual. 

Probably those who took so much care and trouble over 
the investigations will think that the details may be usefully 
published subsequently. 


In presenting this patient to my friends I suggested that 
the case confirmed the fact that man is endowed with a good 
surplus of most tissues and organs, with the possible 
exception of brains.—I am, etc., 

G. Grey TURNER. 


Taplow, Bucks. 
Absence of Appendix 


Sir,—I was interested in your correspondent’s question on 
absence of the appendix (“Any Questions?” May 26, 
p. 1215), though I felt that he must have been a little dissatis- 
fied with your answer, after what may have been a very 
diligent search for this elusive structure. I remember watching 
another surgeon seeking an appendix through a long para- 
median incision in a previously unopened abdomen, and after 
finally mobilizing the caecum and exploring the extraperi- 
toneal regions behind he was compelled to abandon the 
search. I was reminded of this when two years ago I was 
also carrying out a laparotomy on a patient in whom the 
diagnosis of recurrent appendicitis had been made, and was 
unable at first to find the appendix. Closer examination of 
the point of confluence of the taeniae coli revealed a tiny 
dimple, however, and, to cut a long story short, an intussus- 
ception of the appendix was found which had probably been 
initiated by an endometriosis of this organ. This case was 
reported in J. Obstet. Gynaec. Brit. Emp. (1949, 66, 587). 
Though some 100 cases only have been reported in the 
literature, and two-thirds of these in children, intussusception 
of the appendix is probably not so very rare, and should 
always be remembered when the appendix cannot be found. 
A od has recently been reported in the Lancet (June 16, 
p. 1304). 

It seemed to me that, since intussusception of the appendix 
is usually attended by typical symptoms and signs of an acute 
appendicitis (which, of course, never leads to an intra- 
peritoneal perforation), this may have been the diagnosis 
in the case of your correspondent. The typhlitis felt by 
him may have been, in fact, the inverted appendix within 
the caecum.—I am, etc., 


Birmingham. DEACON. 


Are False Teeth Necessary ? 


Sir,—Is it not an appropriate time to consider whether 
dentures are ever necessary from a health point of view ? 
Few would deny their desirability for aesthetic or speech 
purposes. In the early part of the century it was the custom 
for dentists to allow a considerable time to elapse between 
the extraction of septic teeth and the provision of dentures. 
In my personal experience the patient almost invariably put 
on weight and recovered from his digestive trouble before the 
provision of dentures. If he did not do so it meant that there 
was some other pathological condition—e.g., a neoplasm or 
a peptic ulcer. I well remember a young fellow coming to 
me in the autumn of 1914: he had been rejected for the 
Army because he was edentulous. This was before the 
Army supplied dentures. He had had his teeth removed 
some two years before. He told me he could eat the toughest 
meat with the aid of his jaws, which had got quite hard. The 
only thing that bothered him was a raw apple, because it 
slipped. 

In the course of referee work I come across numerous 
edentulous working men who have discarded their den- 
tures as they find no assistance from them in digesting their 
food. This has happened even in cases of peptic ulcer. 
Improvement in health is often illogically ascribed to den- 
tures, when it is really due to the removal of septic teeth.— 
I am, etc., 

Lyndhurst. P. K. MUSPRATT. 


Films in Medical Teaching 


Sir,—From your report of the Conference on Methods in 
Medical Teaching (June 30, p. 1508) it appears that Dr. P. N. 
Cardew dismissed the use of films by mentioning, as 
examples of their justification, ophthalmic operations and 
exercises of recovering paralytics. As a final-year student 
with an interest in the film and its applications, I have noted 
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several parts of the medical curriculum in which films could 
advantageously play a part. 

Although medical fiims are shown regularly at my teaching 
hospital in the evenings, only rarely are they included as part 
of a lecture, and they do not seem to be popular either with 
the teaching staff or with the students. The reason for this, 
I think, is not that the film is an unsuitable medium of 
instruction, but that few suitable films are available. Most 
of those that I have seen are inadequate for one or more of 
three reasons : 

(a) The subject is of no value to the student. There are a 
large number of films dealing with specialist subjects such as the 
technique of ophthalmic surgery or a Judet prosthesis. 

(b) The subject is unsuitable for a film: The film cannot replace 
practical work, so films showing anatomical dissections or clinical 
cases have no place in lectures. A number of films consist of 
long essays which move slowly up the screen, interrupted at 
intervals by odd shots, indicating that the material is better suited 
to presentation as a lantern lecture. 

(c) A poor presentation is adopted. This is probably the 

commonest fault of all. Many films are made by medical men 
and merely record from one viewpoint an incident or a technique 
such as an obstetric delivery or the ligation of a ductus arteriosus. 
Editing of such fiims is rare, there being no rearrangement of 
the shots or removal of surplus lengths. Nor are shots from 
different viewpoints added or explanatory diagrams inserted where 
necessary. Most films are too long and try to include too much. 
_ I feel that the use of films is justified in the following four 
instances, most of which, it will be noted, are in the pre- 
clinical stage: 
’ (1) Animated diagrams. Films are most urgently needed 
for the demonstration of embryological growth. Attempts 
to convey adequately a process of simultaneous develop- 
ment in three dimensions on a blackboard would be quite 
unnecessary if a short film sequence was available. Such 
a film need not exceed thirty seconds’ running time, and 
could, if necessary, be formed into a loop so that the process 
would be repeated continuously. 

(2) For speeding up slow processes. A film on the 
pathology of inflammation* is available and is a good 
example of this type. 

(3) To illustrate the clinico-physiological discussions men- 
tioned at the conference. In addition to animal experiments, 
filmed barium-meal follow-throughs could be used to illus- 
trate the action of the stomach and the response to drugs. 

(4) The juxtaposition for comparison of clinical cases not 
usually available at the same time. Dr. Donald Hunter 
suggested an excellent example of this in a lecture on 
tremors. 

Provided that the subjects for films are selected carefully 
and related to the student’s requirements, and attempts made 
to discover the most suitable presentation of the material, 
the cinema can make a real contribution to the teaching of 
medicine, and the film projector will become a part of the 
regular furniture of a lecture theatre such as the epidiascope / 
lantern enjoys to-day.—I am, etc., 

Dulwich, S.E.21. MICHAEL Essex-LopRESTI. 


Antihistaminics and Burns 

Sir,—Acting on the assumption that histamine may be 
liberated when the tissues are damaged, we decided to try 
the effects of giving an antihistaminic soon after the patient 
had been burned in order to try to minimize the effects of 
the burn. Accordingly, during the past six months all cases 
of burns and scalds met with in our practice have been given 
“antistin” by mouth. The dose employed has been one 
tablet (100 mg.) by mouth every six hours for 18 hours, 
regardless of age. It is important that the first tablet should 
be given not later than four hours after injury. The results 
of this routine measure have been striking. In every case 
so treated the pain has been relieved or banished within a 


few hours, no blistering has occurred, and no sepsis, has 


developed ; the burned areas have merely become red and 
raised and have returned to normal within one week. In 
those cases in which blistering had already taken place 
before treatment was begun the pain was again relieved 


*From the B.M.A. Film Library. 


partially or completely, the serous discharge dried up 
entirely within 24 hours, and the area became dry and healed 
in a much shorter space of time than usual. The following 
are illustrative cases. 

Case 1.—Male, aged 50. The lid from a pan of boiling lights 
blew off and showered the patient’s face, neck, and arms with 
boiling liquid. The administration of antistin was begun within - 
an hour and no local treatment was applied. The following day 
the pain had quite gone and the area, though red and raised, . 
was not blistered. The patient was back at work within a week. 

Case 2.—A baby aged 14 years was severely scalded on both 
legs from the knees down. When seen, an area of skin from 
knee to toe of both legs right round had become almost detached. 
Antistin by mouth was begun within half an hour of injury. For 
six hours serum poured from the burned area, then suddenly 
stopped as though a tap had been turned off. Within 12 hours the 
whole affected area was dry and the dressings could be changed 
without any discomfort. The skin from the soles of the feet — 
separated, but there was no sepsis or discharge. This case was 
not followed up, as it was transferred to hospital because shock 
did not seem to have been relieved by the drug. 

Case 3.—A paraffin lamp exploded in the face of a woman 
aged 22 years. When seen four hours later, sodium bicarbonate 


-had already been applied locally. Treatment with antistin was 


begun, and next day her face was red, but, although the eyebrows 
and eyelashes had been burned off, there was no blistering and no 
pain. She resumed work within 48 hours. 

Case 4.—A girl aged 4 years upset a pot of freshly made tea 
over her left thigh. When seen two and a half hours later there 
was a large blistered area all over the outer part of the left 
thigh and behind the knee. The blisters had burst and the entire 
lesion was oozing. Flavine dressings were applied and. antistin 
given by mouth. The patient slept well and the next day was 
comfortable, though the damaged area was still moist. Two days 
later the area was quite dry and painless and dusting powder 
was applied. No dressing was required after a further four days, 
and within a week the patient was up and walking. 

We are aware of the failure of antihistaminics to prevent 
the effects of burns in guinea-pigs in the work of Sevitt 
(Brit. J. exp. Path., 1949, 30, 540), who concludes that heat 
itself may be the direct noxious factor. On the other hand, 
Weeks and Gunnar (Arch. Path., 1949, 48, 178) found that 
in rabbits antihistaminics reduced the erythema following 
burns but failed to alter the increased capillary permeability. 

Irrespective of the results of these animal experiments, 
however, we feel that our own results in human beings are 
sufficiently impressive to warrant further trial—We are, etc., 

A. E. MILNE. . 
K. C. BALFour. 


Northallerton. Joyce P. YEOMAN. 


Post-maturity 

Sir,—With most of Dr. D. Latto’s conclusions (June 16, 
p. 1364) I agree, but I am entirely unconvinced by the case 
he quotes as an example of foetal death due to prolonged 
pregnancy. He describes the history of a woman of 21 
whose first baby was stillborn “fifteen days after the 
expected date of confinement.” He does not say whether the 
foetal death occurred before or during labour. He does 
tell us that the child’s weight was 4 Ib. 2 oz. (1.9 kg.) and 
that the placenta weighed 318 g., which is 11 oz. J. M. 
McKiddie (J. Obstet. Gynaec. Brit. Emp., 1949, 56, 386) has 
objected to the double standard of a pregnancy prolonged 
more than 14 days and a baby over 74 Ib. (3.4 kg.) in weight 
suggested by S. G. Clayton (Ibid., 1941, 48, 450), but the use 
of this arbitrary definition is, I think, an example of practical 
wisdom and would exclude this case. : 

By an interesting coincidence, I delivered a primigravida 
aged 42 years three weeks ago, two days before her expected 
date of confinement. She had an easy labour, the mem- 
branes ruptured late in the first stage, and just before full 
dilatation the foetal heart slowed and stopped. The baby 
weighed 4 lb. 2 oz. (1.9 kg.) and the placenta 104 oz. 
(0.29 kg.). Post-mortem examination showed nothing-except 
the signs of malnutrition and asphyxia. In this case, as in 
Dr. Latto’s case, the placenta was described as small and 
infarcted. So it seems to me that there is no evidence at all 


that in the case quoted by Dr. Latto foetal death was 
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due to post-maturity. From this distance it appears that its 
primary cause was a poorly developed placenta. 

Later in this article, the penultimate paragraph of which 
I do not understand, he seems to say that most of the 
difficulties attributed to post-maturity are in fact due to 
cephalo-pelvie disproporton—badly diagnosed or badly 
managed. This is a much better line of talk, and is parallel 
to the strong common sense of A. J. Wrigley’s paper (Proc. 
roy. Soc. Med., 1946, 39, 569). 

In your annotation on this subject (p. 1376), the urbane 
editorial manner of which converts any criticism of mine 
into impertinence, you fail in my view to point the moral of 
these figures from Oxford. The message which I would like 
you to have proclaimed, undiluted and unequivocal, is that 
of 171 cases of pregnancy prolonged more than 14 days, no 
death was due to post-maturity. 

I .am indebted to Professor Andrew M. Claye for permission 
to give details of the case I have quoted. 


—I am, etc., 
Leeds. A. AMBERY SMITH. 


Sir;—In a paper on post-maturity in your issue of June 16 
(p. 1364) I find myself reported as saying that I advise 
induction of labour whenever a woman goes three days 
beyond her expected date of delivery. Really I am too old 
an obstetrician to be caught with so dogmatic a statement. 
What I did say in the text of the paper to which Dr. D. 
Latto refers was the moment full term is passed the foetal 
environment begins to deteriorate. The paper was an attempt 
to define from the data furnished by cases of true post- 
maturity what is the sequence of events leading to the onset 
of normal labour at term, and its main thesis was that this 
sequence is initiated by the only biological timekeeper 
present in the system, the foetus itself, a heresy which I have 
held and taught for twenty years. 

In the discussion of the paper the clinicians there, perhaps 
not without a little kindly malice, posed the unanswerable 
question of how long should one wait, a question to which 
the only answer ‘is the standard retort that it all depends, 
but, believing as I do that post-maturity is an important cause 
of hard labour and stillbirth, I did express the view that 
once a woman is three to five days overdue the risks it 
carries must be carefully assessed and _ termination 
considered. 

Which view is right, that the intrauterine environment 
deteriorates in respect of the needs of the mature foetal 
brain, or Dr. Latto’s view that the problem is one solely of 
disproportion between the head and the pelvis, cannot well 
be argued here; what, however, is important is that the 
admitted risks should not be glossed over. Techniques are 
now safe enough to deal with post-maturity safely.—I 
am, etc., 

Liverpool, 1. Percy MALPas. 

Smr,—Dr. Douglas Latto is to be congratulated on his 
account (June 16, p. 1364) of 171 cases of prolonged preg- 
nancy with a loss of little over 6% babies. The danger of his 
article lies in the support which it appears to give to the 
policy of non-intervention in cases of post-maturity, although 
he must be given credit for not making an explicit statement 
to that effect. 

It has been shown by the late Sir Joseph Barcroft that 
foetal asphyxia must of necessity become more pronounced 
the longer the foetus is retained in utero, and W. J. Hamilton 
and J. D. Boyd (Proc. roy. Soc. Med., 1951, 44, 489) have 
recently referred to the alterations in permeability of the 
placental membrane, which is most permeable to radioactive 
sodium at the 36th week, with rapid decline in the subsequent 
weeks. It seems logical to conclude that in all cases of pro- 
longed pregnancy there is a gradually increasing risk of 
foetal. asphyxia. This may- be responsible for intrauterine 
death only in extreme circumstances, but it surely increases 
the foetal hazard from other dangers, and is particularly 
prone to cause cerebral haemorrhage with trauma that would 
not otherwise prove fatal. When S. G. Clayton (J. Obstet. 


Gynaec. Brit..Emp., 1941, 48, 450) found no stillbirths that 
were certainly due to post-maturity, he neglected to include 
the deaths from cerebral haemorrhage that might not have 
occurred in the absence of foetal asphyxia. In a similar 
way Dr. Latto discounts foetal death following administra- 
tion of “ pitocin” and quinine, measures that may prove 
innocent of danger to hundreds of babies that are not 
already somewhat asphyxiated. 

It would be interesting to have further details of measures 
that may have been responsible for the low foetal loss in 
the recorded series. We are not told how many times labour 
was induced at the 42nd week to avoid further post-maturity, 
nor how many of the 24.5% of forceps deliveries were 
indicated on account of foetal distress or were used to anti- 
cipate foetal danger. The article has proved the value of 
expert obstetric care in a world-famous unit, but it would 
be a pity if it encouraged practitioners to underrate the 
hazard of foetal asphyxia in post-maturity.—I am, etc., 

Birmingham. W. G. MILLs. 


Non-specific Cervicitis 

Sirn,—We have been interested in the remarks of your 
correspondents regarding so-called non-specific cervicitis. 
Jelinek (March 17, p. 585) mentions the finding of 
rleuropneumonia-like forms by Durel in a small number of 
cases. In 40 cases so far investigated we have been able 
to isolate from all a small pleomorphic cocco-bacillus which 
may belong to the corynebacterium group of organisms. 


Although we have as yet no proof of an aetiological rela~ 


tionship between this organism and the lesion it is interest- 
ing to note that as the condition of the patient improves this 
organism disappears from the discharge. 

With regard to treatment, we have previously had most 
success with gentian violet, but this mode of therapy is 
disagreeable to the patient and on occasion increases the 
irritation. More recently we have tried other substances 
belonging to the same chemical group and have finally 
chosen the sodium salt of diamino disulphomethyl fuch- 
sonium sulphonate. By itself this compound has only a 
slight effect, and we have tried the effect of using it with 
other compounds according to the method of Bigger (Lancet, 
1950, 2, 46). In combination with sodium biborate the 
fuchsonium compound has a very satisfactory effect. We 
have used the mixture in the form of a cream for local appli- 
cation. Seventy patients complaining of vaginal discharge 
and pruritus have so far been treated, the average duration 
of the complaint being two years. The cream was applied 
to the cervix and vagina every second day. After the first 
or second application all irritation disappeared, and in the 
average case the discharge ceased after five applications. 

The preparation appears to be equally effective in vaginal 
thrush, but is of little use in trichomonas infestation—We 


are, etc., D. McKay Hart. 


Glasgow. C. HuTTon Brown. 


Albumin Antibodies for Rh Grouping 


Sir,—Dr. I. M. Tuck has very rightly drawn attention (June 
30, p. 1490) to the scarcity of “ saline acting ” anti-Rh agglu- 
tinins for Rh grouping. His description of a modified 
Chown capillary technique must be applauded as an effort 
to overcome this difficulty. In the same issue your corre- 
spondent (“ Any Questions ? ” June 30, p. 1523), in a most 
informative answer to a question on rapid Rh grouping, 
claims that “ rapid ” methods are liable to give false negative 
results. If this statement were confined to the Chown 


capillary tube method I would heartily agree, for in. these. 


laboratories we have found the method too unreliable. 
Nevertheless, I have used a rapid slide test for many years 


with complete satisfaction. The test used has advantages © 


over the Diamond slide method, perhaps the most important 
being the use of albumin or incompléte anti-D (titre 1/32) 
diluted with albumin solution (1 part serum/3 parts 20% 
flake egg albumin in distilled water). For the test a thick 
drop of patient’s cells suspended in their own serum is 
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mixed with one drop of the albumin-diluted incomplete anti- 
D on a glass slide. The tests are incubated in a moist 
chamber to prevent drying at 37° C. for 30 minutes and 
read with the naked eye by tilting the slide. 

The moist chambers which we use are flat “perspex” boxes 


12 by 7 by 1 in. (30 by 18 by 2.5 cm.) with loose-fitting lids, — 


and each contains a piece of wet blotting-paper. These 
boxes accommodate ten 7-in. (18-cm.) slides each carrying 
ten tests. Some form of moist chamber is essential for the 
test. The. positive results are discernible in a very few 
minutes, but are left for 30 minutes to develop complete 
agglutination. 

I regret that space does not permit of a full description 
of the technique, but, should your correspondents be 
interested, I will be happy to lend them a colour film 
describing the method in detail—I am, etc., 


Queen Charlotte’s Maternity Hospital, URRAY. 
London, W.6. Joun M 


Prickly Heat and Heat Exhaustion 


Sir,—We were interested in Dr. W. S. S. Ladell’s article 
in your issue of June 16 (p. 1358), in which he suggested that 
the apparent failure of acclimatization in a subject who had 
had prickly heat was the consequence of Type II heat 
exhaustion (Ladell, Waterlow, and Hudson, 1944) and that 
this variety of heat exhaustion could be considered a disease 
of adaptation. It is in no carping spirit that we ask what 
the evidence was for failure of adaptation. The subject 
had been doing his normal work without symptoms for 
months, and was apparently able to take strenuous exercise 
in a most trying environment (effective temperature 94° F. 
—34.4° C.) for two hours and to such an extent that at the 
end of this period his rectal temperature was nearly 103° F. 
(39.4° C.). If the idea of a disease of adaptation is to mean 
anything, surely the stress to which the victim fails to adapt 
completely must be of not more than average or “ normal ” 
severity. It is difficult to conceive that Dr. Ladell’s subject 
was in an “exhaustion stage” with a markedly diminished 
heat tolerance at the time of his second test if the whole man 
is considered. and not just the changes in sweat chloride 
and sweating rate. In any case the interpretation of these 
laboratory data as indicating a failure of acclimatization 
depends on the assumption that the subject was normal at 
the time when he was “ first tested soon after being badly 


_ sunburned.” 


Observations of ours (in the press) show that prickly heat 
by itself does not produce a rise in sweat chloride. The 
data were obtained by repeated testing of a group of initially 
normal subjects from the beginning of the hot season at 
Karachi in 1947. There was no change in sweat chloride 
in those individuals who developed. prickly heat only. A 
marked rise occurred in the minority whose prickly heat was 
followed by the skin change first described by Allen and 
O’Brien (1944) and Wolkin, Goodman, and Kelley (1944) 
and called by us “ mammillaria” (Horne and Mole, 1951). 

Not all subjects with mammillaria had symptoms of heat 
intolerance, but those that had symptoms presented a clinical 
picture we called “ anhidrotic heat exhaustion ” (Horne and 
Mole, 1950), because there was a gross and clinically 
obvious deficiency in sweating and because this deficiency 
seemed the immediate cause of the heat intolerance. We were 
not sure if this syndrome was identical with Type II heat 
-exhaustion, for in its original description there was some 
doubt whether there was a real_sweating deficiency. Prickly 
heat was an almost invariable precursor in both groups of 
patients, and the descriptions agreed in stating that it was 
healed or healing at the time when symptoms of heat intoler- 
ance first appeared. Dr. Ladell considered his present case to 
be a typical, though mild, example of Type I] heat exhaus- 
tion, although he had active prickly heat at the height of his 
symptoms and is also described as sweating freely. Symp- 
toms appear to have subsided as the prickly heat improved. 
In these respects the clinical picture is not very close to the 
original description of Type II heat exhaustion, and we 
would be tempted to label the case simple prickly heat. 


Subjects with prickly heat are by no means always free from 
general symptoms, especially after insomnia. There is a 
good deal of confusion still about the clinical picture of 
the different varieties of heat effects. How would Dr. Ladell 
distinguish clinically between prickly heat and Type II heat 
exhaustion ?7—We are, etc., 

G. O. Horne. 


R. H. MOLE. 
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Sir,—I was interested in the article by Dr. W. S. S. Ladell 
“Changes in Sweating after Prickly Heat” in the Journal 
(June 16, p. 1358). The paper by E. C. Smith (Trans. roy. 
Soc. trop. Med. Hyg., 1927, 20, 344) giving the cause of 
prickly heat as a fungus infection has never been accepted 
by modern students: the quoted thesis of J. P. O’Brien (Brit. 
J. Derm. Syph., 1947, 59, 125) that the disorder is aggravated 
by deficiency of fat in the skin (not, probably, “on. the 
skin ” as quoted) is more in keeping with everyday observa- 
tions. During the fiercest heat of the summer (June, July, 
August) in Fields (Masjid-i-Suleiman) cases of severe prickly 
heat were rare among Europeans, but during the same period 
in Abadan every European had prickly heat in degrees 
varying from slight to severe. The severe widespread variety 
of the disorder is associated with inelastic crusting of the 
skin in which fungal spores abound, and even the relatively 
mild manifestations are associated with waterlogging of the 
skin, which becomes thick and sodden by imbibition of 
sweat. Sweat contains, in addition to sodium chloride, some 
glucose and traces of urea, which encourage the growth of 
microbial organisms in addition to fungi. The natural grease 
of the skin appears to be deficient in all cases, but it is 
doubtful whether the application of oily preparations to 
the surface of the sodden skin will help matters. Prickly 
heat in the stages short of advanced crusting can be 
abolished in a few minutes by placing the patient in a cooled 
room, and so long as the patient remains cooled the eruption 
will not reappear. Replace the patient in his hot environ- 
ment, and the eruption appears again in a few hours. It is 
abolished in a few minutes by cooling, but takes several 
hours to reappear on heating again. The British private 
soldier wears a topee, abbreviated Shorts, socks, and shoes 
or boots. He sunbathes in every spare minute until his 
whole body is a beautiful brown. He becomes immune to 
attacks of prickly heat. Severe prickly heat is a very 
unpleasant disorder: the* patient cannot sleep and sweating, 
is painful. The most useful remedy is the prickly-heat 
powder introduced by Dr. D. C. Rennie in 1932 ; it is cheap. 
and effective and non-irritating. Preparations such as salicylic 
acid and perchloride of mercury in spirit, “ afridol” soap, 
etc., are most undesirable. As for the “ disease of adapta- 
tion,” C. A. Mills in 1933 described exhaustion of the adrenal 
glands in conditions such as heat exhaustion. (Referencés 
in my article in the British Encyclopaedia of Medical 
Practice, 1937, 6, 400.) 

Cooled ambulances, mobile cooled first-aid posts, cooled 
hospitals, and cooled casualty clearing stations, together with 
cooled rooms in ships, are absolute necessities for any active 
operations undertaken in the Persian Gulf littoral. After 
all, if ammunition can be kept cool, so can human beings.— 


I am, ete., 
Epping, Essex. FRANK MARSH. 


Spread of Tuberculosis in Scotland 


Sm,—Your annotation on tuberculosis (June 2, p. 1251) 
states, “ The difference in the trend of respiratory. tubercu- 
losis in Scotland and in England and Wales during recent 
years is not easily explained.” Perhaps this may help. 
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Before the war the tuberculosis rate in Scotland was higher 
than in England and Wales, but at that time it would have 
been impossible to determine whether the higher unemploy- 
ment rate in Scotland, leading to defective nutrition, or the 
greater incidence of overcrowding in Scotland, leading to 
closer exposure and so to overwhelming doses of infection, 
caused this. But now the unemployment rate for Scotland, 
though still higher than that for England and Wales, is so 
small that its influence is not likely to be great, and over- 
crowding emerges as the most likely cause. 

At the 1931 census the number of houses in Scotland was 
proportionately fractionally greater than the number in 
England and Wales, but, whereas tapes a in England 
and Wales at the 1935 housing survey was 3.8%, in Scotland 
it was 22:6%. This apparent paradox is explained by the 
fact that at the 1931 census 71% of all houses in Scotland 
were of three rooms or less, whereas 85% of all houses in 
England and Wales were of four rooms or more. What the 
1951 census will reveal can only be imagined, but as a 
pointer a recent inquiry in Glasgow disclosed that one 
school-leaver in seven was living in conditions of overcrowd- 
ing of more than four to a room. It is not only the known 
sputum-positive case for which no bed can be found that 
spreads tuberculosis, it is the unknown sputum-positive case 
too. What is wanted in Scotland i is houses, not hospitals.— 
I am, etc., 

Andover. JOHN SLEIGH. 


Adrenaline Cream in Rheumatism 


Sir,—The therapeutic trial described below was designed 
at the request of the research subcommittee of the Empire 
Rheumatism Council to evaluate the specific efficiency of a 
proprietary product, widely advertised in the lay press for 
the relief of rheumatism, etc., and claimed by Moss (Med. 
World, Lond., 1949, 70, 244) to be of very great value in 
fibrositis. 

This preparation has recently been investigated by Howell 
(Lancet, 1950, 2, 395), who found that it relieved pain within 
a few seconds or within a few minutes for an average period 
of 12 hours in 83 out of 90 patients, whereas a control cream 
gave only two or three hours’ relief in most of 20 patients. 

The experiment was carried out at the following ten 
rheumatism centres in England and Scotland: Royal Infirm- 
ary, Aberdeen (Dr. Logie Bain), University College Hospital, 
London (Dr. Burt), West London Hospital (Dr. Copeman), 
Northern General Hospital, Edinburgh (Dr. Duthie), Royal 
Free Hospital, London (Dr. Fletcher), Middlesex Hospital, 
London (Dr. Howitt), Royal Infirmary, Manchester (Dr. 
Kellgren), Royal National Hospital for Rheumatic Diseases, 
Bath (Dr. Kersley), and Canadian Red Cross Memorial 
Hospital, Taplow, and British Postgraduate Medical School, 
London (Dr. Bywaters). Dr. Lewis-Faning gave advice and 
made useful suggestions regarding the planning of the trial 
and its statistical analysis. 

Material.—“ Adrenaline cream” was used as supplied by the 
makers (Messrs. Howard Lloyd, of Leicester). Comparison was 
made with the effects of a control cream (similar but not contain- 
ing adrenaline) of the following composition as used by Howell: 


Emulsifying wax .. 
Wool fat 10 
Chlorocresol 0.05 parts 


The cost of this is 1d., compared with 1s. 104d. for the adrenaline 
cream per ounce. 

Cases.—Cases were selected with bilateral back pain or pain 
in two non-symmetrical positions in the body due to “ fibrositis ”’ 
(i.e., deep pain referred to muscle): the presence of degenerative 
joint disease or rheumatoid arthritis did not exclude the case. 

Method.—These two creams were labelled A and B by the 
pharmacist, so that, although slight differences ‘were noted in the 
two creams by the investigator, the latter did not know before- 
hand which was which. Some observers noted that the adrenaline 
cream darkened slightly on exposure, or that one of the creams 
rubbed in slightly differently. All the massage in each centre 
was done by the same person. 


The two creams were massaged into the two sites for five 
minutes each, and the effects assessed before, five minutes, thirty 
minutes, and one week after starting. At the second attendance 
(one week from the first inunction) the sites of inunction of the 
creams were reversed and the same procedure carried out. 

Evaluation of Effects.—Subjective assessment of pain was made 
by inquiring how bad the pain was before and at each of the 
three intervals afterwards. It was graded 0, 1, and 2 (none, 
mild, and severe). Objective tenderness was tested by manual 
pressure before and at each of the three intervals afterwards 
(grades 0, 1, and 2 as above). The retrospective duration of relief, 
if any, was inquired into at the two weekly return visits. 

Results—Improvement (partial or complete) occurred at five 
minutes and thirty minutes in 29% of the trials using adrenaline 
cream and 25% of the trials using the contrél cream. No change 
or worsening occurred in the remainder (201/282 on adrenaline 
cream and 214/286 on the control cream). This small difference 
might arise from chance alone, since on statistical analysis no 
significant difference between the results of the two creams was 
found for either the subjective evaluation (additive ,x?=0.675, 
n=4, P between 0.95 and 0.98), the objéctive evaluation (additive 
x? =0.690, n=4, P between 0.95 and 0.98), or both together (x?7= 
1.365, n=8, and P>0.99). We are unable to demonstrate a signifi- 
cant difference between the proportion improved on adrenaline 
cream as against those on the control cream, using the above 
criteria. 

The retrospective inquiry about the duration of relief from pain 
showed no significant difference between those treated with control 
and those treated with adrenaline cream (x?=0.25). Retrospective 
relief was denied in 29/75 assessments on adrenaline and 32/75 
assessments on the control cream. 

It can be alleged that adrenaline is unstable and rapidly 
disintegrates. No special precautions were taken to prevent this, 
but it seems likely that a good reproduction of the conditions 
seen in daily practice was achieved. 


We conclude that the effects of the proprietary prepara- 
tion costing 3s. 9d. for a 2-oz. tin and a similar but non- 
medicated cream costing 2d. for the 2 oz. are for practical 
purposes the same and that what difference we have demon- 
strated by this method of testing is too small to warrant the 
assumption of a significant difference between the two 
products. 

Acknowledgments are due to the staff of the ten centres listed 
above who carried out the investigation and provided the data on 
which this analysis is based. 


—I am, etc., 


Taplow, Bucks. E. G. L. BYWATERs. 


Anaesthetics in Casualty 


Sir,—I read with great satisfaction Dr. J. G. Bourne’s 
letter (June 9, p. 1330). The shortcomings of this kind of 
work are well known. The anaesthetists, usually house- 
surgeons or junior anaesthetic officers, often inexperienced, 
are asked to administer a most difficult anaesthetic needed to 
fulfil certain specific requirements, not least of which are 
that the patient should remain ambulant and should not be 
exposed to undue risk. 

The administration of NzO+O: even in the most experi-. 
enced hands is not easy and its use by the casual anaesthetist 
is not without danger. The use of cyclopropane, though 
otherwise an excellent drug, is both expensive and unsuitable 
for the beginner, and “vinesthene” is not without its 
hazards. In my opinion “trilene” is the most useful drug, 
provided that it is used properly. May I be allowed to 
describe in detail the technique used by me in more than 


500 cases with good results, a technique which I think can~ 


be mastered with very little training ? 


(1) N,O at a rate of 10 1./min. plus “trilene” 0.75-1% 
from the beginning, holding the mask over the patient’s face and 
gradually applying it firmly—for 30 seconds. (2) With the mask 
firmly applied O, is given immediately at a rate of 2 1. and the 
flow of Nz,O cut down to 5-6 1./min. (3) CO.—200 ml./min. 
at the same time, though it might be dispensed with. (4) Induc- 
tion is completed smoothly, without any struggling or hypoxia, 
within two minutes, and the administration of this mixture. is 
maintained for 30 seconds, when surgical anaesthesia lower border 
of plane I is reached. (5) “‘ Trilene” and CO, are turned off, 
incision started, maintenance of anaesthesia being achieved with 
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N,O+O,. (6) For longer procedures “ trilene”’ is intermittently 
introduced for 4-6 breaths when required. 

The same technique is used for dental casualties, but con- 
siderable experience is needed to decide at what stage the 
“trilene” is to be turned off, this naturally depending on 
the number and character of extractions. Yet with some 
experience the administration can become very satisfactory 
from all points of view, as when on one occasion I myself 
anaesthetized seven patients having in all 26 teeth removed, 
the whole session being completed in 35 minutes, using 
two dental chairs. 

For successful administrafion absolute silence in the 
theatre is essential. Premedication is not essential, though 
some may prefer to give atropine as “trilene” is being 
used. So far as I have found this method is contraindicated 
only with very young babies and must be used with dis- 
cretion and skill in slightly older children and patients of 
all age groups with cardiac or respiratory pathology. Using 
this method, the patients recover rapidly, being able to le*ve 
the casualty department in half an hour after the administra- 
tion. Vomiting after the administration does not exceed 
10% of cases. In over 500 cases anaesthetized by me I 
found only one patient, a girl of 19, who remained drowsy 
and for safety reasons had to be sent home in an ambulance. 
—I am, etc., 

London, N.W.10. 


“ Grains ” and “ Grammes ” 

Sir,—Is it fair to place all the blame on the printer for 
the mistake made in my paper on the dysenteries (June 23, 
p. 1440)? In the typescript which I submitted the word 
“ grain” was written out in full. In the process of editing 
this was cut down to “ gr.,” an amendment which I allowed 
to pass with some misgiving, and it was this abbreviation 
which presumably the printer finally reduced to “g.” I do 
not think that the convention suggested by Dr. J. B. Jeffries 
(July 7, p. 58) is sufficiently foolproof, and I am strongly 
of the opinion that the only way to avoid this not infrequent 
error is to write “ grain” in full. The fact that this mistake 
has occurred in a carefully edited journal such as the British 
Medical Journal provides decisive evidence of the dangers 
of any other method.—I am, etc., 

London, N.W.1. 


POINTS FROM LETTERS 


Strangulated Hernia in Intersigmoid Fossa 

Mr. C. W. Mactay (Boston, Lincs) writes: A man aged 75 was 
admitted to hospital with symptoms of acute intestinal obstruction 
for which no cause could be found on clinical examination. At 
operation on the same day a loop of ileum 8 in. (20 cm.) long 
was found strangulated in the intersigmoid fossa. The neck of 
the fossa was dilated digitally and the loop withdrawn. The 
constriction grooves were well marked, but they and the loop were 
considered viable and the abdomen was closed. This patient 
made an uninterrupted recovery and was discharged from hospital 
seventeen days later. 


A Sign of Appendicitis 

Mr. K. MacKessack Leircu (Banbury) writes: A test for acute 
appendicitis consists in simply turning the patient on his or her 
left side, grasping the right ankle, and extending the right thigh. 
Then pressure is applied with the left hand over McBurney’s 
Point to elicit tenderness. This clinical sign is, of course, an 
elaboration of the psoas test for a retro-caecal appendix. I have 
found the test useful when in doubt whether, having diagnosed an 


W. KAcCZMAREK. 


J. S. K. Boyp. 


appendicitis, the patient can be left for some hours or even’ 


overnight. If the test is at all positive the appendix should be 
removed as soon as possible. 


Dr. Ricketts 

Dr. G. O. Mitcuett (Friern Barnet) writes: I should like to 
correct a statement in my letter about “ Dr. Ricketts of New- 
berye ” (May 26, p. 1205). My attention has been drawn to the 
fact that Aubrey’s reference to this presumably worthy, im almost 
unknown, practitioner is given in full in John Britto#’s: edition 


of Aubrey’s Natural History of Wiltshire, 1847, p. 74. It is 
Probably not surprising that it has escaped the notice of the 
historians, and I hope I shall be forgiven for supposing that it 
first appeared in print over 100 years later. 


Obituary 


JOHN RICKMAN, MLD. 
Dr. John Rickman, one of the pioneers who introduced 
psycho-analysis in this country, died suddenly in London 


on July 1, aged 60. ¢ 
Rickman came of a Quaker family and remained a 
member of the Society of Friends until shortly before 


his death. This upbringing undoubtedly influenced him. 


profoundly. After coming down from Cambridge 
(King’s College), where he took the Natural Science 
Tripos, he completed his medical training at St. 
Thomas’s Hospital, graduating M.B., B.Ch. in 1916. As 
his pacifist views precluded Army service, he volun- 
teered in 1916 for the Friends’ War Victims Relief Unit 
in Russia, and when the revolution came he was at work 
among the villagers of South Russia. He had many 


astonishing -adventures and hairbreadth escapes before - 
he finally reached Vladivostok. Some of his impres- | 


sions of this period were described in the book he wrote 
with Geoffrey Gorer, The Peoples of Great Russia. 
Perhaps these experiences of unfamiliar and primitive 
aspects of human nature helped to turn Rickman’s 
interest to psychiatry and psycho-analysis. After a 


year’s work in a mental hospital near Cambridge he 


became one of the group of pioneers of psycho-analysis 


in England which gathered in London during the years | 


after the war, under the leadership of Dr. Ernest Jones. 
Rickman travelled to Vienna and Budapest, where he 
studied with and was much influenced by both Freud 
and Ferenczi. He took a prominent part in founding 
the. London Institute and Clinic of Psycho-Analysis in 
the years 1924 to 1926, and he liked to recall that he 
was the first to treat a patient in the new clinic. Up 
to the day of his death he continued to devote himself 
unsparingly to the institute and clinic. His psycho- 
analytic career culminated, as was fitting, in his election 
to the presidency of the Society and Institute of Psycho- 
Analysis in 1947, an office which he filled with great 
distinction for the maximum period of three years. In 
spite of failing health, his energy and appetite for work 
were inexhaustible, and it was only in the last weeks 
before his death that he finally decided to lay down 
some of his burdens, though only in order to devote 
himself to writing. 

Though Rickman did not publish a large amount of 
original work, the arts of writing and editorship were 
very near to his heart, and he took a vast amount of 
trouble advising others over their publications, always 
insisting there should be no acknowledgment. He 
edited the British Journat of Medical Psychology for 
many years, and was joint editor of the International 
Journal of Psycho-Analysis from 1947. He edited a 
number of other psycho-analytic publications, and com- 
piled the Index Psychoanalyticus of literature published 
up to 1926. The first number of the British Medical 
Journal in 1950 was devoted to “ Fifty Years of Medi- 
cine ” and to this Rickman contributed a brilliant essay 
entitled “ The Development of Psychological Medicine.” 

Over a long period Rickman was a leading spirit in 
the medical section of the British Psychological Society, 
where he did much to foster a spirit of tolerance and 
understanding between medical and lay psychologists of 
divergent schools of thought. During the second world 


- war he joined the R.A.M.C., a fact which showed how 


far his standpoint had changed since 1916. He took a 


AL 
ny 
hirty 

; 
nade 
one, 
nual 
ards 
lief, 
nge 
= 
75, 
75, 
‘ive 
ifi- 
ine 
ve 
rol 
ve 
75 
ly ADS 
IS, 
ns 
d 
, 
| 

4 


J 


122 Jury 14, 1951 


OBITUARY 


Mapicat JOURNAL 


leading part in the development of psychiatric work 
with groups and of officer-selection techniques. His 
interest in the psychology of groups persisted actively 
after the war, and he began to attempt the task of relat- 
ing the “ two-body psychology ” of psycho-analysis with 
“ multi-body psychology,” a field into which some of 
his colleagues found it difficult to follow him. 

Rickman was a man of wide interests and culture, 
and his services as a lecturer were much in demand. 
He took an active interest, for example, in the Institute 
of Contemporary Arts. He was of large physique and 


appeared rather formidable to those who did not know e the Emergency Medical Service and later the National — 


Prince of Wales’s Hospital and Evelina Hospital for 
Sick Children, he was consulting surgeon to Edenbridge, 
Waltham Abbey, and Horsham Hospitals, and to the 
London County Council. His reputation spread far and 
wide, and both the Hunterian Society and the Medical 
Society of London asked him to be their president for 
a term. He was also keenly interested in the work of 
the Royal Institute of Public Health and Hygiene, being 
chairman of its executive committee. With such a full 
life a lesser man might have felt dismayed at the chang- 
ing scene, but Tanner threw himself into the work of 


him well. Those more privileged soon discovered his Health Service with all its onerous committee duties. 


great kindliness and humour, his infinite helpfulness and 
capacity for taking pains. Nothing was too much 
trouble for him, and he was invaluable not only as a 
leader but as a faithful collaborator and adviser. His 
death has removed one of the most outstanding figures 
in English’ psycho-analysis, as well as in the wider field 
of psychological medicine. His career and personality 


' were rich and many sided, and he gave generously of 


himself in many different spheres throughout an excep- 
gg! active working life. He will be sorely missed.— 
.H.G. 


Dr. Ernest Jones writes: Behind John Rickman’s 


' suave and courteous exterior one sensed a deep fund 


of kindness and goodness, on which one could unfail- 


‘ingly draw. The altruism that led him to succour starv- 


ing Russians at the end of the first world war was a 
genuine one, not simply a duty impelled by his early 
Quaker principles. He had a curious imagination, 
influenced by an early legal training, that made him 
very useful in administrative work because one could 
depend on his thinking of some odd point overlooked 
by others. His passion for detail at times prevented 
his seeing the wood for the trees, but it proved of great 
value in the laborious task of compiling his Index 
Psychoanalyticus, an irreplaceable bibliography, as well 
as on many other occasions in his career. His very 
distinctive personality and his tactful persuasiveness in 
exposition will be greatly missed. 


W. E. TANNER, F.R.C.S. 


Mr. W. E. Tanner, who was on the staff of the Prince 
of Wales’s Hospital, Tottenham, for over 30 years, died 
at his home in London on July 5, aged 62. 

William Edward Tanner was born and educated in 
London. At Guy’s Hospital he had a most distinguished 
career as a student, winning several prizes and editing 
the Gazette. He qualified in 1913, graduated M.B., B.S. 
with honours in 1914, took the F.R.C.S. in 1916, and the 
M.S. in 1917. After holding a series of appointments at 
Guy’s he served in the R.A.M.C. as a surgical specialist, 
at one time being on the staff of the Lord Derby War 
Hospital, Warrington. By the mischance of one adverse 
vote, what must have been one of his ambitions was 
not realized, a place on the staff of his teaching hospital. 
Soon, however, he found his mark, when he joined the 
staff of the Prince of Wales’s General Hospital, Totten- 
ham, in 1920. No more fitting a man could have been 
called to carry the torch lit by Carson which had 
attracted residents from every dominion and post- 
graduate students to the associated Postgraduate College 
from all over the world. 

The outbreak of the second world war found Tanner 
at the pinnacle of his powers with a widespread con- 
sulting practice. In addition to appointments at the 


Tanner’s contributions to literature were many and 
varied : he wrote on diseases of lips, jaws, mouth, and 
salivary glands in Walton’s Textbook of Surgical Diag- 
nosis, and published papers on diverticulitis and other 
diseases of the colon. He also wrote a stylish biography 
of his old chief at Guy’s—Arbuthnot Lane. For his 

presidential oration before the Medical Society of 
London in 1947 he chose as his subject “The Guy’s 
Worthies in the Early Days of the Medical Society of 
London, 1773-1825.” Finely delivered, this will be long 
remembered and reflects his interest and pride in his old 
school and in the Society, of which he later became 
honorary editor and trustee. 

_ A.C. writes : Tanner had all the attributes of a great 
surgeon. Possessed of a genial yet inspiring personality, 
he had fine judgment and poise and a steadfast 
character. Safe and sound surgery performed with 
gentleness and dexterity emanated from God’s gift to 
him, a wonderful pair of hands. His untiring devotion 
to his work was manifest in care and sympathy in his 
after-treatment. Wise counsel and kindly help he gave 
unstintingly to his registrars and residents, and his 
guidance through the first steps set many a foot on the 
ladder of a surgical-career. He trusted those he deemed 
trustworthy to proceed just beyond their immediate 
capabilities, and such a method of teaching the art and 
practice of surgery was very dear to his heart. As a 
teacher he preferred discussion to the set piece, and 
many treasures of practical detail were forthcoming from 
a wealth of experience. In a life of varied interest he 
was fond of his associatien with the Arsenal Football 
Club, and many times dispensed hospitality to the team 
at his summer home at Frinton, where he enjoyed a 
game of golf. He was an ardent Mason and held London 
grand rank. Bill Tanner had the gifts of a perfect host, 
and was blessed with the aid of a devoted wife and 
family. To them the sympathy of his colleagues and 
friends goes out in full measure. He well earned the 
high regard in which his memory will always be held— 
that of a great man and a good friend. 


E. F. SAUERBRUCH, M.D. 


We are indebted to Sir Gordon Gordon-Taylor for the 
following appreciation of Professor E. F. Sauerbruch: 

Ferdinand Sauerbruch must be accounted one of the 
great surgical figures of the nineteenth century. Born 
on July 3, 1875, he died the day before his 76th birthday. 
He received his medical education at Marburg, Jena, 
and Leipzig, qualifying in 1902. From then onwards 
till 1911 he worked under such distinguished surgical 
chiefs ag Langerhans, von Mikulicz, and Friedrich, and 
finally attained to the surgical chair in Zurich in succes- 
sion to Schlatter. The Times recently referred in par- 
ticular to Sauerbruch’s work on an artificial hand for 
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those who had suffered amputation of this member, and 
the first great war provided him with ample opportunity 
in this direction ; but to surgeons all over the world, 
and especially thoracic surgeons, the name of Sauerbruch 
will always be linked with the surgery of the chest. 
Individuals of many countries had niade sporadic 
contributions to this branch of surgery, men from our 
land like Macewen and Godlee, Péan, Roux, and Tuffier 
from France, Murphy of Chicago, and others, but the 
systematic development of this field of surgical endeav- 
our awaited the day when some safe and simple means 
could be devised whereby respiration could be main- 
tained while the chest was laid widely open and one or 
both lungs were exposed to the atmospheric pressure. 
As long ago as 1903 Sauerbruch set himself to solve 
this problem. All interested in the history of thoracic 
surgery have heard of the elaborate negative pressure 
chamber in the Munich clinic, which constituted a mile- 
stone in the development of thoracic surgery. 

From the time that Sauerbruch reached the Charité 
in Eastern Berlin his operating theatre became a Mecca 
for thoracic surgeons from the whole world, provided 
that during the first decade after the first world war the 
would-be entrant was willing to sign his name as sup- 
porting the restoration of German surgeons to the mem- 
bership of the International Society of Surgery—a con- 
dition to which many who had fought against the 
Central Powers were not prepared to subscribe. The 
deep-rooted myth that Sauerbruch operated on King 
George V dies hard in Germany: the genius of Wilfred 
Trotter required no Sauerbruch for guidance in his task. 

As an operator Sauerbruch exhibited rude boldness 
in a new field of surgery. He lacked, of course, the 
services of anaesthetists like Ivan Magill, Nosworthy, 
Langton Hewer, and so many others who have placed 
Britain in the forefront of their specialty, and his opera- 
tions thereby lacked the delicacy and exquisite skill of 
Tudor Edwards and his distinguished pupils. Most of 
his life he lacked a reputation for urbanity, and towards 
his assistants he displayed an unvarying | attitude of 
Prussianism. 

His final years were saddened by his dismissal with- 
out notice from his post at the Charité and a meagre 
pension by the East German State. The East German 
Minister of Education had forbidden him to enter the 
Charité again, and his pride must have been deeply 
wounded by events which followed his dismissal. His 
relationship to the Nazi’ ideology must always be 
suspect ; he accepted its awards, although he subse- 
quently declared he was no Nazi, and in July, 1949, a 
denazification court cleared him. At the Frankfort 
meeting of the German Association of Surgeons in 1950, 
where he paid the first of the tributes to the memory of 
von Mikulicz, the British representative succeeding him, 
he sang his swan song: the cameras still clicked and 
the flashlights flashed, but there was pathos, like the 
final exit of Mrs. Patrick Campbell in Bella Donna—out 
into the desert under the stars. 


Dr. JAMES BANNERMAN, who had practised for nearly 50 
years in Stanhope-in-Weardale, Co. Durham, died at his 


home on May 13, aged 77. He was born in England of . 


Scottish parents, but spent much of his youth in Scotland. 
He had a notable academic career as a student in the Edin- 
burgh school, where he graduated M.B., C.M. (with first- 
class honours) in 1896. After serving as a house-physician 
in the Royal Infirmary and for five years as an assistant in 
general practice, he went into practice in Stanhope in 1902, 
where he spent the rest of his professional life as one of the 


trusted family doctors to the Dales folk. He was very 
interested in all aspects of the work of the medical pro- 
fession, and he held high offices in the B,M.A. in his home 
county, being chairman of the Bishop Auckland Division 
from 1932 to 1933 and president of the: North of England 
Branch from 1935 to 1936. 


Professor G. Grey Turner writes: The death of Dr. James 
Bannerman removes one more of the competent, self-reliant, 
capable country doctors who were such towers of strength 
in the community before the days when motor transport, 
easy communications, and cottage hospitals altered con- 
ditions so much in what used to be relatively remote areas. 
After graduating he had the advantage of a house- — 
physicianship to Sir Thomas Fraser, for- whose example and 
teaching he always retained a high regard. But his greatest 
source of help and inspiration for his life’s work derived 
from his five years’ assistantship with that great practitioner 
Dr. J. W. Crerar, of Maryport—happily still with us and at 
work. Bannerman’s work during his early years in Stanhope 
was typical of the country doctor’s life of those times, and 
many of his experiences were epics. Few to-day can 
realize the isolation of such a country district before the 
advent of the motor-car, even though there was a railway 
and, as measured in the mileage terms of these days, the 
distance from biggish towns was not great. Surgery was 
developing at a great rate and new life-saving possibilities 
were unfolding ; the conscientious doctor who tried to keep 
up to date was often hard put to it to do his best for his 
patients, especially in abdominal emergencies. 

Bannerman had many tales to tell of the difficulties and 
trials of getting shocked and ill patients to hospital. A patient 
who could be got to the station by horse vehicle would 
travel on a stretcher in the guard’s van: this was a severe 
ordeal for a shocked case. Motor-cars only slowly invaded 
those parts, and it was not until after the 1914-18 war that 
they gradually became usual. For a long time patients had to 
be transported in the old type of open, rattling, badly 
sprung Ford. All arrangements for transport fell on the 
doctor, and it was something of a triumph when, after nine 
hours, a patient with a perforated gastric ulcer reached the 
table in the Newcastle Infirmary and was successfully 
operated upon, though a quantity of rice pudding had just 
to be left in the peritoneal cavity. But Bannerman was a 
man of resource and determination, and often, rather than 
subject his patients to these long, tedious journeys over bad 
hill roads, perhaps at night, he would operate himself in 
small country cottages. Of course there were no frills ; the 
kitchen table had to suffice, and the anaesthetic was always 
chloroform, given by the now-despised rag and bottle. There 
were no sterilizers, but with an assured confidence in anti- 
septic technique many life-saving interventions for appen- 


’ dicitis, tracheotomies, acute mastoids, and severe injuries — 


were successfully carried out. 

Bannerman was also a man of courage, and made a re- 
markable recovery after a motor-cycle accident which 
resulted in a fractured base, arm, leg, and compound frac- 
ture of the thigh. The latter was ununited for long and 
had later to be plated, but after two years he recovered and 
returned to work with a rather shortened and limping leg. 

Basically well trained, he always kept his knowledge green. 
by reading and attending medical meetings. But above being 
a good doctor he was the trusted friend and adviser to hosts 


_of simple folk who relied on his help and guidance. Such 


men are sadly missed, and for many a day the name of 
Bannerman will be remembered with regard and esteem in 
Weardale. 


Dr. WILLIAM JoHN GarBuTT, who was in practice in Selly 
Oak, Birmingham, for forty years, died suddenly at home 
on June 27, aged 85. At Edinburgh University he was a 
brilliant student, being awarded the senior Aitken Carlyle 
Bursary and Beaney Prize. After graduating M.B., C.M. 
(with first-class honours) in 1895 he held at various times 
the appointments of resident physician, assistant professor 
of clinical medicine, resident surgeon, and clinical tutor in 
the extramural surgical wards at the Edinburgh Royal 
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Infirmary, and resident surgeon at the Royal Matersity 
Hospital. He then came to Birmingham, setting’ up in a 
practice in Selly Oak, from which he retired in 1925. In 
1908 he started a public medical service administered 
entirely by the local medical practitioners for their patients. 
His skill, combined with his patience and sympathetic 
understanding, endeared him to his patients, and his wide 
and varied interests made him a popular local personality. 
He was secretary of the Birmingham Central Division of 
the B.M.A. from 1924 to 1930, and chairman of the Division 
for a term thereafter. During the last war he was secretary 
of the local medical war committee, and during the first 
world war chairman of the equivalent committee. For 34 
years he was secretary of the Birmingham panel committee, 
which became the local medical committee in 1948, resign- 
ing from this post last October. 

M.G.S. writes: Dr. Garbutt was truly one of Birming- 
ham’s beloved physicians. Due to his influence the spirit 
of noble medical tradition was evident in the office of the 
Birmingham local medical committee. In this office he was 
literally the guide, philosopher, and friend of all with whom 
he came in contact. He was ever ready with a word of 
advice and encouragement for his colleagues just starting 
out on their medical careers, and his gentle kindness, striking 
character, and wide knowledge were available to all who 
were in trouble or perplexity. The Birmingham medical 
profession has lost a good friend and a wise counsellor, 
and with his passing we realize more fully than ever the 
privilege we have enjoyed in working with him for so many 
years. 


Medico-Legal 


FATAL BARIUM MEAL 
[From Our MEDICO-LEGAL CORRESPONDENT] 


A County Wexford doctor had a patient with gastric symp- 
toms, a labourer of 42, whom he wished to examine radio- 
logically. For this purpose he ordered from a local chemist 
the ordinary “meal” of barium sulphate, flavoured with 
orange syrup and bound with gum tragacanth. This was 
made up to a standing prescription of his by the chemist’s 
assistant, a fully qualified woman pharmacist. She took 
the barium, as she told the Dublin coroner's jury on 
March 1, from a paper bag in a tin on a shelf. According 
to her employer it was part of a 4-lb. (1.8-kg.) lot he had 
bought in 1946. He had at some time, he thought, trans- 
ferred this from the manufacturer’s paper bag to another, 
and had used it only for making up barium meals for this 
particular doctor. The assistant corked and labelled the 
bottle with the barium material and took it to the doctor’s 
surgery. The doctor gave the patient the meal, x-rayed 
him, and drove him home. In a short time the patient 
summoned the doctor to treat what proved to be acute 
poisoning. He took the patient to Dublin in an ambulance, 
and in spite of all that could be done the man died early the 
following morning in hospital. 

The pathologist found that the barium had been barium 
carbonate, a white powder looking exactly like the sulphate 
but poisonous and used only fer killing rats. The remains 
of the meal were analysed and found to contain the carbon- 
ate. The other ingredients were exonerated. The chemist said 
at the inquest that in 1947 he had indeed ordered 2 oz. (57 g.) 
of barium carbonate for a customer, but it had never come 
into the shop. Surprisingly, the assistant stated that she 
had made up a barium meal from the same paper bag for 
the doctor only a fortnight before the atcident. This point, 
however, was not dealt with at the inquest. 
her employer were perfectly familiar with the properties of 
both the sulphate and the carbonate of barium. The jury 
found death from barium. carbonate poisoning without 
sufficient evidence to enable them to say how the error 
occurred. 


Both she and - 


Medical Notes in Parliament 


Doctors’ Place in Hospitals 


In the House of Commons on July 9 there was a debate on 
hospital services, initiated on the motion for the adjourn- 
ment by Mr. H. M. Kina. 

He said that some new basis of payment would have to 
be found for doctors who had small lists. There was a 
shortage of doctors in hospitals. The medical schools 
should be expanded. The hospital service was not suffi- 
ciently attractive for young doctors, and the armed Forces 
were taking a large number of young doctors leaving the 
medical schools. The Ministry of Health had not helped 
in the matter by its attitude to registrars, who were really 
training specialists. That training should not be wasted. 
There was a danger of a gap growing between the specialists 
and general practitioners. The general practitioner felt him- 
self cut off from the hospitals, and full-time specialists were 
not adequately paid. 

The Minister should give more freedom and opportunity 
to show initiative to regional boards, who in turn should 
pass it to hospital group committees. He would like to see 
every bed allocated according to medical need, and hospital 
groups should see that every bed was fully used. The 
greatest mistake about State hospitals was to think that a 
State service meant an end of voluntary work. 

Mr. H. LinsteapD said that now that the medical wards 
had got themselves established-there was a sufficient number 
of posts at the top to attract and hold first-class men. A 
considerable injustice was still being done to that group of 
registrars whose fate was not yet decided. He asked for 
news of the setting up of the training committees provided 
for under the last Nurses Act. 

If hospital management committees knew that they had a 
fixed sum and any savings they might make could be spent 
on projects close to their hearts, real economy might be 
achieved, but one had to be circumspect in plumping for the 
lump sum. They ought to have the right to carry on savings 
into the next financial year. 

The sooner a definite statement was made by those in 
authority, that without the reform of local government areas 
and their powers there could be no question of returning 
hospitals to the existing authorities, the better it would be. 
If the areas of the management committees were to be re- 
viewed it should be done soon. They were in need of 
revision, because they had been thrown together in a hap- 
hazard way. More thought should be given to the method 
of appointment of members to the committees. There should 
be both an elected and nominated element, for in that way 
the best of both worlds could be obtained. 

Dr. referring to comments about the short- 
age of medical staff and the observation that one hospital 
had spent the equivalent of a doctor’s salary on advertising 
vacancies, said he suspected that was due in part to the 
prolixity of hospital administrators in drafting advertise- 
ments, and the tendency of having long and expensive 
advertisements in the medical press and the lay press. 

Speaking of the gap between consultants and general prac- 
titioners, he said that-something had happened which had 
led many in general practice to feel a loss of status. The 


“most important element was the need to stop the tendency 


of some regional boards to exclude the general practitioner 
from the hospitals. When time and money permitted there 
should be an increased provision of what were called general- 
practitioner beds. 


specialist hospital work; but more and more it became 
necessary for the general practitioner to treat his patients, 
suffering from conditions within his proper sgope, in beds in 
hospitals or parts of hospitals provided for the purpose. 
One of the most important developments needed was to 
place at the elbow of the general practitioner more and 


He was not suggesting that persons who — 
were not fitted by training and experience should undertake ’ 
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more of the diagnostic aids of to-day, and to place at his 
disposal beds in which patients falling within his proper 
sphere could be treated with nursing and other aids unattain- 
able at the same level of efficiency outside the hospitals. 

He also urged that the time had come to pass more 
authority to hospital management committees. The regional 
board should be used more for its original conception of 
general planning. He also wanted more authority for the 
individual hospital ; a committee could not supervise effec- 
tively 21 hospitals, as in one case he knew. 

Mr. J. BarrpD said that the time had come when they 
should broaden the basis of representation on the hospital 


.management committees and regional boards. There was 


a feeling of frustration among the regional boards. A cer- 
tain amount of financial control was necessary, but a stage 
had been reached in the National Health Service at which 
it should be possible to give boards more freedom in 
expenditure. 

Mr. A. BLENKINSOP, replying to the debate, said it was 
necessary to keep some sense of balance about the shortage 
of doctors in hospitals. One of the most striking things 
since the introduction of the National Health Service had 
been the rapid increase in the number of hospital appoint- 
ments. There had been a great improvement in the medical 
staffing of hospitals, and also a wide advance in respect. of 
hospitals that had very little consultant service available to 
them previously. Some 400 to 450 new specialist posts were 
made available in the hospitals last year, and there was a 
great increase in the year before. 

He doubted whether it could be said that salaries offered 
in the specialist field did not attract doctors into these 


appointments. The danger rather was that the salaries-and . 


work offered in hospitals might be attracting too wide a 


proportion of the doctors going through the medical schools. ~ 


The schools were training roughly the over-all figure needed 
for consultant and specialist departments, and the grades 
working up to them, and for general practice. It must be 
made clear that there were real deficiencies in particular 
fields—for example, there was an urgent need on the psychi- 
atric side, where it was very difficult to make the needed 
appointments. There were some 2,200 students qualifying 
annually, and for ordinary replacements they needed some 
1,200. 

In regard to registrars, there must be some limitation on 
the number of senior registrars. The Ministry was having 
discussions with the profession on this matter. He thought 
it was agreed that the discussions were going well, and it 
was hoped that’ before long it would be possible to settle 
the matter and set the minds of registrars and potential 


.registrars at rest. 


Because of the success of the ‘recruitment drive for nurses 
in recent years, it was no longer a question of general 
shortage but more one of particular shortage—tuberculosis 
nursing, mental nursing, and chronic sick nursing. 


Chemicals in Food 


In the House of Lords on July 4 Lord DouGLas oF 
BaRLocH spoke on the increasing use of chemicals in the 
growing and preparation of foodstuffs. He said it was diffi- 
cult to find any article of food which had not been treated 
with chemicals, been exposed to high temperatures, preserved 
for long periods in cold storage, or otherwise tampered with. 
Addition of extraneous matters and especially of synthetic 
chemicals should not be permitted except under the strictest 
conditions. In the United States the Federal Food and Drug 
Administration had listed 842 chemicals used or proposed to 


be used in food. Some had been found to be definitely 


poisonous, but most were still in use and it had not clearly 
been established whether many were poisonous. A chemical 
might not be toxic in itself, but might combine with sub- 
stances in the body to form toxic compounds. In this 
country a working party under the chairmanship of Professor 
S. Zuckerman had recently reported on toxic chemicals 
used in agriculture. In addition to bleaching agents and 


\ 


improvers, substances known as emulsifiers, softeners, and 


fat extenders were used in baking bread and in the prepara-. 


tion of patent flours and cake mixtures. The use of bread 
softeners had been banned in the mental hospitals in New 
York State. Lord Listowe’s reply for the Government 
followed the same lines as Mr. Frederick Willey’s in the 
Commons on June 25 (see Journal, July 7, p. 60). 


Emphysema in Industry 
Dr. BARNET STROSS inquired on July 2 which were the 


industries in which workers might develop occupational _ 


emphysema. 

Dr. E. SUMMERSKILL answered that emphysema was com- 
mon among the population generally. It was not recognized 
as an occupational disease except that it might occur in 
association with pneumoconiosis or byssinosis. 


Ineducable Children 

Mr. A. BLENKINSOP, replying on July 4 to Mr. M. 
Redmayne, said that since the war another 4,000 places had 
been provided for the backward and the subnormal child in 
special schools and a further 1,000 places were in course 
of preparation. The decision that a child was ineducable 
was taken after medical examination in each case, with 
opportunity for an appeal to the Minister of Education. 
The cases could be further reviewed at a later period. In 
most areas the regional hospital board itself was left to 
determine the final priorities of admission. — ° 


Blindness in the Colonies 


In answer to various questions on July 4 Mr. J. DUGDALE, 
Minister of State for the Colonies, told the House that eye 
diseases were treated in most hospitals in British African 
territories and that there was one devoted entirely to eye 
diseases at Kano, Nigeria ; all the larger territories had eye 
clinics and ophthalmic specialists. Although there were no 
reliable figures for the incidence of blindness in Nigeria 
and the Gold Coast, the British Empire Society for the Blind 
estimated a blind population in the four British West African 
territories of at least 300,000. In Malaya and Singapore 
no reliable estimate had yet been made, but so far 240 
people had been registered as blind in Singapore and 12,000 
in the Federation. 

Mr. Dugdale also reported that £10,000 of Jamaica’s 
current budget was devoted to the investigation of vomiting 
sickness. 


Crash Helmets for Motor-cyclists 


Mr. W. F. Deepes asked on July 9 whether the Minister of 
Transport was prepared to take steps to make the wearing 
of crash helmets by motor-cyclists and pillion riders com- 
pulsory. Mr. A. J., BaRNes told him that the. British 
Standards Institution had set up a working party, on which 
his department and the Road Research Board were repre- 
sented, to consider the specification of a crash helmet suitable 
for civilian use. If the use of helmets were to be made 
compulsory legislation would be necessary, and the Minister 
said he was not in a position to consider this yet. Making 
the wearing of any article of clothing compulsory was 
difficult. 


General Practitioners.—On January 1, 1951, there were 17,926 
principals in England and Wales. 

Hormone Position.—4,500 g. of cortisone and 3,600 g. of 
A.C.T.H. were imported by the Ministry of Health from the 
American manufacturers during the first six months of 1951. 
Production of A.C.T.H. has already started in this country. 

Medical Practices Compensation—Up to June 30,. advances 
have been made in 942 cases of death or retirement and in 3,928 
other cases of hardship. 
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Universities and Colleges 


. UNTIVERSITY OF DURHAM 


In Congregations on June 29 and 30 the following degrees, etc., 
were conferred : 

Hon. D. Hy.—Sir John Alexander Charles, Chief Medical 
Officer of the Ministry of Health. 

M.D.—A. Ashcroft, J. D. K. Dawes, R. B. Raffle, *E. Dresner. 
 _ MB, BS—G. A. Ademola, A. Appleby, Linsay Bell, 

Elizabeth E. Charlton, Daphne G. Chesshire, J. S. Clark, F. L. 
" Constable, J. Cox, W. A. Crabbe, B. Crymble, J. C, Davies, A. 
Davis, J. K. Deacon, Jeane B. Donaldson, H. Familton, D. 
Gascoigne, S. J. Gill, G. V. Griffin, T. R. Hamilton, A. S. 
Hanche-Olsen, D. S. Haw, Patricia S. Hawthorne, Rosemary 
Haydock, I. H. Heslop, R. J. Howd, Wendy P. Keeble, Lilian M. 
Kidd, C. W. Linfoot, Margaret P. Litster, K. W. Loach, Olive M. 
Morrison, Pauline O’Brien, W. J. Orr, Millicent W. Payne, T. G. 
Quinn, P. K. Robertson, Margaret J. L. Robinson, J. W. Rose, 
P. Shadwick, R. A. Simpson, D. F. Smith, G. E. M. Smith, F. K. 
Storring; Freda Sumner, Elizabeth M. Thompson, R. M. Turner, 
A. S. Urquhart, W. A. Walls, R. H. Wattsford, I. V. Wilson, 
K. A. Wood, *Elizabeth M. B. Etherington, *R. A. Fischl, 
*Florence M. I. Henri, *Eleanor Phillipson, *Dorothy S. 
Tomlinson, *Estelle M. Henry. 

D.P.H.—Lorna M. McLeod. 

*In absentia. 


UNIVERSITY OF LIVERPOOL 


The Council of the University has conferred the title of Pro- 
fessor,of Orthopaedic Surgery on Mr. Bryan McFarland, Director 
of Orthopaedic Studies in the University, and Dr. S. Barton Hall 
has been appointed Director of Studies in Psychological Medicine. 


UNIVERSITY OF SHEFFIELD 


At a Congregation held on June 30 the following medical degrees 
were conferred : 

M.B., Cu.B.—R. W. S. Aiexander, I. Ashforth, Joan Barlow, 
J. R. Batty, J. W. Buckler, Elisabeth Caudwell, Joyce Chapman, 
R. Chapman, E. G. Clark, J. S. Clayton, S. R. A. Dodu, G. D. 
Hempseed, W. A. Hudson, B. Kay, R. I. Keen, J. C. L. Lee, 
Jean MacKenzie, J. D. G. McNeil-Smith, J. N. Roper, F. L. 
Rowland, Elizabeth Stephens, E. L. Sutherland. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a meeting of the Council of the College held on June 14, 
with Sir Cecil Wakeley, President, in the chair, congratulations 
were given to Mr. Ernest F. Finch on his recent Knighthood. 

R > Past President’s badge was presented to Lord Webb- 
ohnson. 


Mr. M. C. Wilkinson was admitted to the Fellowship of the 


College. 

The award of the Mackenzie Mackinnon Research Fellowships 
to Mr. I. K. R. McMillan and Dr. N. D. Compston was 
reported. 

For the next award of the Cartwright Prize the subject chosen 
was “‘The Diagnosis and Treatment of Fibro-osseous Enlarge- 
ment of the Jaws.” 

The following were co-opted to Council for the year 1950-1 
representing the branches of practice indicated in parentheses: 
Dr. H. Guy Dain (General Practice), Professor A. M. Claye 
(Gynaecology and Obstetrics), Mr. V. E. Negus (Otolaryngology), 
Mr. A. D. Marston (Anaesthetics), Mr. J. H. Doggart (Ophthal- 
mology), Sir William Kelsey Fry (Dental Surgery), Professor 
B. W. Windeyer (Radiology). 

Diplomas of Fellowship were granted to the following success- 
ful candidates: G. N. Arthurs, R. H. V. Hafner, E. E. Philipp, 
G. Krafft, E. Shephard, R. P. G. Sandon, J. A. Mantle, J. G. H. 
James, 'P. LI. Blaxter, E. A. Barker, J. McE. Potter, H. H. E. 
Batten, M. H. N. Dixon, K. W. E. Paine, A. F. Alvarez, M. G. 
Cox, A. R. C. Butson, D. H. Barnbrook, A. H. G. Murley, K 
Lawrance, A. Beck, C. E. Hartley, H. J. Hambury, *G. S. 
Ramachandran, D. A. Ranasinghe, J. A. O’Connell, M. Sharif, 
A. G. Campbell, C. Georgeff, E. H. Strach, J. Harari, J. R. 
McCoy, M. M. Mukherji, A. K. Roy, John Hsi Ming Chen, 
J. T. Jones, M. P. M. Mehta, N. A. K. Seyal, M. S. Hasan, 
‘E. T. Meyer, R. M. Nash, A. I. Rhydderch, G. L. Shatwell, 
J. F. Silva, P. H. Decter, B. S. Diillon, W. G. Ferguson, W. S. 
Georgeson, A. Katz,-M. R. Reddy, J. Broadfoot, T. Burke, 


*G. N. Dar,’R. B. Duncan, A. M. Fisher, E. T. French, A. M. N. 


Gardner, S. W. N. Gibson, J. M. Jones, E. N. Keen, W. G. 
MacGregor, J. C. McNeur, I. H. Ogilvy, A. H. Swithinbank, 
G. Bedbrook, L. McH. Berry, G. F. Cassie, P. A. James, P. J. W. 
Monks, E. T. Murray, M. Natarajan, H. C. Nohl, S. 
Panchalingam, J. G. Pearson, *P. V. Wadsworth, H. M. Wallis, 
M. Alms, T. E. Antonie, J. R. G. Bastable, P. I. ‘Cromack, B. T. 
Crymble, J. E. D. Goldie, J. S. Indyk, E. Jones, G. Katz, F. A. 
Murray, *M. L. O’Mara, J. O. R. Stewart, H. Annamunthodo, 
*H. A. Beagley, K. F. Bleasell, C. I. Cooling, W. G. Doig, W. T. 
Gibbs, D. W. S. Gordon, R. K. Hollows, M. Lunz, W. J. 
McCann, S. O’Domhnaill, P. F. Williams, P. G. Collins, D. L. ° 
Green, -R. Ll. Jones, G. W. Milton, J. K. McC. Rawlinson, 
J. S. W. Whitehead, Hoi Kit Kong. ‘ 
‘In o hthalmology. *In otolaryngology. 

The following hospitals were recognized under paragraph 23 
of the Fellowship regulations: Mayday Hospital, London, two 
surgical registrars, two house officers (all posts for six months); 
Edgware General Hospital, two general house-surgeons for six 
months, genito-urinary house-surgeon for six months (decennial 
revision): St. John’s Hospital, London, resident surgical officer 
for one year, senior house-surgeon for six months, junior house- 
surgeon for six months (decennial revision) ; Perth Hospital, 
Western Australia, decennial revision. 

On July 5 Mr. P. H. Mitchiner, Sir James Paterson Ross, and | 
Sir Reginald Watson Watson-Jones were re-elected members of 
the Council of the College. The result of the poll was as follows: 

. Elected Votes 

Sir James Paterson Ross (St. Bartholomew’s Hospital) 909 

Philip Henry Mitchiner (St. Thomas’s Hospital) . 880 

Sir Reginald Watson Watson-Jones (London Hospital) 835 

In all, 1,035 Fellows voted; in addition 11 votes were found to 
be invalid. 


SOCIETY OF APOTHECARIES OF LONDON 


At a meeting of the Court of Assistants of the Society held on 
June 19, with Dr. Frank Howitt in the chair, Sir Henry Dale 
was presented with the Freedom of the Society, henoris causa. 

The following were appointed representatives of the Society: 
British Postgraduate Medical Federation, Dr. Frank Howitt. 
Central Council for District Nursing in London, Dr. G. Wynn- 
Williams. 

Thg diploma of M.M.S.A. was granted to R. G. Carlson apd 
J. R. Owen upon examination. 

The following were granted the diploma of L.M.S.S.A. upon 
examination: S. C. Luen, S. A. K. Karagulla, P. N. Barua, C. K. 
Young, R. D. Hernaman-Johnson, T. E. Powell, R. G. Richard- 
son, K. V. Cooper, H. S. Lawy, M. J. C. Thomson, J. S. Squires, 
L. N. Gleeson, N. M. Midgley, C. C. Sherry. 

The sixth Strickland Goodall Memorial Lecture was delivered 
by Dr. T. Jenner Hoskin on June 26, the subject being “* Thyroid 
in Heart Disease.” 


ROYAL COLLEGE OF OBSTETRICIANS AND 
GYNAECOLOGISTS 


At a meeting of the Council of the College, held on May 26, 
with the President, Professor Hilda Lloyd, in the chair, the follow- 
ing were elected to the Council to fill statutory and other 
vacancies: As representatives of the Fellows, H. H. Evers, 
H. L. H. Greer, C. D. Kennedy, A. J. Wrigley. As representa- 
tive of the Members, 1. MacG. Jackson, H. Stirling. 

The following were admitted to the Fellowship: A. H. Charles, 
S. G. Clayton, F. H. H. Finlaison, D. McK. Hart, Agnes J. 
Herring, W. Hunter, C. R. Macdonald, W. G. Mackay,. 
Una F. M. Martyn, G. D. Matthew, D. M. W. Maxwell, G. C. 
Nandi, A. W. Purdie, C. E. B. Rickards, P. M. G. Russell, A. 
Sharman, J. A. Stallworthy, R. K. Tampan, C. V. Ward. 

The following were admitted to the Membership: N. Alders, 
E. A. J. Alment, T. K. Banerjee, A. V. G. Bibby, D. F. Bruce, 
M. Caturani, F. N. Charnock, F. J. Cockersole, M. Connaughton, 
Amy D. Engineer, J. B. Farquhar, Winifred Fernandes, R. C. 
Gordon, F: G. Grant, A. A. Hammouda, Mary A. Hewett, T. D. 
Hollywood, J. R. E. James, G. T. Johnson, J. C. S. Leverton, 
G. A. Lewis, Dorothy M. K. Mann, Doreen M. Martin, R. H. 
Martin, G. B. Maughan, J. I. Miller, J. C. Miller, A. C. Muir, : 
A. G. Murray, A. C. Naylor, P. Nirula, R. B. Parker, M. L. | 
Paterson, Betty J. Poland, J. P. C. Purdon, G. J. Quigley, D. H. - 
Rea, Hellen L. Reith, Dorothy M. Ridout, Joan M. Robinson, 
E. A. H. A. Shabanah, Margaret B. Shaw, D. W. Shields, 
Elsie M. Sibthorpe, J. M. Slattery, Agnes M. Stark, J. K. Wilson, 
Marjorie R. Walker, Susan A. Wheildon, O. Zammit. ~ 

Mr. G. F. Gibberd has been appointed the Sims-Black Travel- 
ling Professor for 1952 and hopes to visit Australasia, Canada, 
and South Africa. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
We Fees below a summary of Infectious Diseases and Vital Statistics in the British Isles for the week ending June 23 (No. 25). 


of notified cases are for: (a) Englan 


{3} London Ho Ete. Figures of bb of births and deaths and of deaths recorded under each 


administrative ). The 16 
county). (c) ade princi 


Eire. A dash — denotes no cases; a 


The table is based on information supplied _ — 
of Northern Ir anid 


Health and Local Government 


disease are 
towns in Scotland. (a) 1 The 10 principal — in N 


otes disease not notifiable or no return av 
eneral Scotland, Northern Ireland, and Eire, the Ministry of 


the Department of Health of 


for: (ua) The 126 great towns in ee 


id and Wales (London inclnded). (5) London (administrative county? () Spotiend (d) Northern Ireland. 


included). 
orthern jreland. ie) The 13 principal towns 


of not yelitis and 
from 
fever for and Wales and for Eire 


1951 1950 1942-50 England & Wales 
Disease Week Ending June 23 Corresponding Week Corresponding Week 
@ |@®!|O!|@M|O}] @ | ®| © | @| © 4 Highest | Median Lowest 
Diphtheria 37 5 1 1 39 1 8 1 2 724 274 39 
Dysentery 567, 105) 103}. 3 213} 13) 128) — 2 287 107 47 
acute .. 6 —| — —| — 6 2 
Erysipelas 17 2 19 | aie 
Food-poisoning 141; 55 498) 41 
Infective enteritis or 
2 years .. 15} 40 
Deaths 9 4 1 1 13 27 — 2 
Measles* 11,323} 335] 333) 248 9,086} 645} 556] 286] 10,632 | 6,388 
Meningococcal infection .. 28 4. 19) — 1 36 3, «11 2 1 107 46 
Ophthalmia neonatorum 39 2} 10) — 43 7 109 — 2 94 64 
Pneumonia, influenzal , $ 396, 13 2 1 2 20 4 1) — 652 376 
Pneumonia, primary . 183 12 
Deaths 124], 15 10; 101; 10 1 
acute: 
aralytic 
Deaths§ .. 2 — _ 14 2 
Puerperal fever 6 mo 9 
Puerperal pyrexia|| Burt 78 188 132 
Scarlet fever .. 857| 143} 14| 44] 58] 66 64] 1,681 | 1,237 
Deaths 
(1) Tuberculosis, respiratory 41 199} 42 
(2) Tuberculosis, ne - 22 2 39 7 
(1) Dea 132 27 6 6 18} 23 8} «13 
(2) 5 3 
Typhoid fever hy. ey 6} — 1 1) — 13} — 2 1 1 
39 17 
Paratyphoid fever 39 — 1 9 —| — — 
Whooping-cough 3,436, 184 351) 56 3,746 211) 320) 38} 3,746) 2,181 
Deaths 1 —! — — 
Deaths (0-1 year) 243} 28) 35 3} 16 205; 32) 30 2) 11 420 290 
Deaths (excluding stillbirths) .. | 4,096] 645) 527) 102} 128] 4,068} 586, 551) 99) 160) 4,775 | 4,089 
Annual death rate od 1 — 
persons living) . 11-1 
Live births .. 7,082 1,133 204| 457| 7,044] 1,140} 220 9,672 | 7,570 
Annual rate per 1 ,000 persons livi 18-7 
Stillbirths 195, 27) 32 1 27| 28 261 236 
Rate per 1 ,000 total ‘births (includ- 
ing stillborn) 2 
and return primary form for E d and Wales, London, and N.Ireland. § The number 
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Outbreak of Paratyphoid Fever 


Eleven cases of paratyphoid fever have been reported in 
and around St. Helens, Lancashire, six of them between 
June 19 and July 4 in the county borough of St. Helens. 
The last of these cases is a secondary case. Five other cases 
have occurred in the county area immediately adjoining the 
borough. It is considered that all the cases are part of the 
same outbreak. 

Of the total of eleven cases, eight have occurred in child- 
ren with ages ranging from 1 year to 14 years, and 
two others in adolescents of 17 years. The first four 
notifications were from hospitals in the area and related to 
cases which had been under observation in hospital as un- 
diagnosed pyrexia. In two instances the disease was clinic- 
ally of a very severe type, but the other cases were mild. 

The organism causing the outbreak, as isolated from cases 
of the diséase, is known to be Salmonella paratyphi B, and 
in one case where this has been typed it has been shown to 
be Phage Type I. Up to the present all samples of water, 
milk, ice-cream, cream products, or other foods suspected 
to be involved have proved bacteriologically negative, and 
it. would appear from results obtained up to now that the 
epidemic is not due to the infection of any foodstuff at a 
central source. Had this been so, many ‘more cases of the 
disease might have been expected by now. 

It is suspected that the outbreak has occurred through 
the infection of some retail foodstuff by an itinerant vendor 
who was a carrier, but up to now bacteriological examina- 
tion of all food handlers has not resulted in any positive 
findings pointing to a carrier of Salm. paratyphi. An interest- 
ing result of the investigation has been the discovery of 
an ice-cream. vendor who is an active carrier of Salm. 
typhi-murium. By suspending him from food handling 
it has at least been possible to check what might have 
been another outbreak of food-poisoning. 

Some details of the cases are shown in the Table below: 


The notifications of acute poliomyelitis increased by 29. 
The largest centres of infection were Warwickshire 17 
(Birmingham C.B. 6, all paralytic; Coventry C.B. 11, one 
paralytic) ; Yorkshire West Riding 10 (Sheffield C.B. 5, Leeds 
C.B. 3); Middlesex 5; Lancashire 4. The early appearance 
of a large centre of infection in Warwickshire was a feature 
of the experience of last year’s epidemic. A comparison of 
recent weeks with those of last year are, for Warwickshire: 


Week 21 22 23 | 24 25 
1951 4 9 7 8 17 
1950 10 7 22 30 “45 


The recent returns for acute poliomyelitis are below the 
level of 1950 but above the values for the preceding years. 
The returns for England and Wales are: 


Week | 22 | 23 24 25 
1951 30 28 52 50 
1950 50 37° 79 33 142 
1949 20 13 19 41 52 
1948 21 2 14 15 31 
1947 13 21 | 24 34 


The chief feature of the returns for dysentery was an 


increase of 62 in Kent. The largest returns for dysentery ° 


were London 105, involving 21 boroughs ; Kent 85 (Malling 
R.D. 49); Middlesex 52 (Ealing M.B. 22); Lancashire 45 ; 
Yorkshire West Riding 37; Leicestershire 35 (Leicester 
C.B. 29). 


New Definition of Puerperal Pyrexia 

Regulations which come into force on August 1 provide a 
new definition of puerperal pyrexia for purposes of notifica- 
tion. It is as follows: 

“** Puerperal pyrexia ’ means any febrile condition occurring in 
a woman in whom a temperature of 100.4° F. (38° C.) or more 
has occurred within fourteen days after childbirth or miscarriage.” 

The definition is contained in the Puerperal Pyrexia 
Regulations, 1951, which will apply throughout England 


Case Date of . ! : 
No. Age | Notification Where Diagnosed Home Address Isolated Remarks 
1 17 19/6/51 Whiston General Hospital Tarn Grove, St. Helens St. Helens Peasley Cross | St. Helens case 
Isolation Hospital 
2 17 21/6/51 Providence Hospital, St. Helens! Stanley Street, St Helens 
3 4 21/6/51 Peas ow Hos- | Duke Street, St. Helens 
pital, St. He’ 
4 21/6/51 Home address Windle Grove, St. Helens a an “~ Lancs. County case 
5 14 22/6/51 er Watery Lane, St. Helens ve ad i St. Helens case 
6 4 22/6/51 Providence tal, St. Helens} Clipsley Lane, ae ” % % Lancs. County case 
7 11k 23/6/51 Warrington tion Hospital io Street, Clock Face, St. | Warrington Isolation Hospital | St. Helens case 
ens 
8 23 25/6/51 Home address Clipsley Lane, Haydock St. Helens Peasley Cross Lancs. County case (mother of 
Isolation Hospital Cases 6 and 9) 
9 9/12 25/6/51 os a Clipsley Lane, Haydock * ” ” Lancs. County case 
10 8 26/6/51 ” ” Rainhill Road, St. Helens ” ” ” Lhd ” » 
11 10 4/7/51 ae phe Stanley Street, St. Helens ‘ 2 pe St. Helens case (sister of Case 2 
; ? Secondary case) 


Infectious Diseases 


The largest variations in the trends of infectious diseases 
in England and Wales during the week ending June 23 were 
decreases in the number of notifications of measles 816, 
scarlet fever 119, acute pneumonia 64, and rises for whoop- 
ing-cough 146 and dysentery 58. 

The largest decreases in the number of notifications of 
measles were Warwickshire 247, Kent 219, Sussex 112, and 
the largest increases were Essex 161, Devon 137, and Dur- 
ham 102. No large fluctuations were reported in the local 
trends of scarlet fever. The largest rises in the incidence of 


_ whooping-cough were Essex 64 and Leicestershire 46, and 


the largest falls were Lancashire 63, Kent 54, and Warwick- 
shire 43. The notifications of diphtheria were 8 more than 
in the preceding week; the largest variation in the local 
returns was a rise of 4 in Durham. 

The notifications of paratyphoid fever were 25 more than 
in the previous week. Of the 39 cases, 11 were notified in 
Lancashire ; these involved 7 administrative areas. 


and Wales, including London. They replace the definition of 
puerperal pyrexia as any febrile condition occurring in a 
woman within 21 days after childbirth. or miscarriage in 
which a temperature of 100.4° F. (38° C.) has been sustained 
during a period of 24 hours or has recurred during that 
period. The new regulations revoke the Puerperal Pyrexia 
Regulations, 1939, and the Public Health (Notification of 
Puerperal Fever and Puerperal Pyrexia) Regulations, 1926 
(which at present apply to London). 


Shortage of Woman-power 


There were 7.2% fewer women aged 15-44 in Scotland in 
1949 than in 1939. Figures given by Dr. C. A. Douglas in 
the Health Bulletin of the Department of Health for Scot- 
land (July, 1951) suggest that the scarcity is more serious 
still if the needs of industry are considered, for in 1949 
there were 22.4% fewer unmarried women and widows aged 
15-44 than in 1939. The number of married women aged 
16-44 increased in the same period by 9.7%. 
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This issue celebrates the 10th anniversary of the Health 
Bulletin, and Sir Andrew Davidson, Chief Medical: Officer 
of the Department of Health for Scotland, contributes a 
note on its history. For the first five years it was issued 
confidentially to the medical officers of health in Scotland, 
but since 1947 it has enjoyed an open and much wider 
circulation. Throughout the war years it proved to be an 
important link between the Department of Health and the 
medical officers of health, and so it continues to be. The 
present number also includes articles on the New Zealand 
school dental nurse, on staffing the domiciliary health service, 
and on virus diseases. 


Graphs of Infectious Diseases 


The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1942-50 are shown thus ------- , the figures for 1951 
thus —————. Except for the curves showing notifications 
in 1951, the graphs were prepared at the Department of 
Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. Dysentery figures are dis- 
cussed in a leading article this week. 
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Week Ending June 30 


The. notifications of infectious diseases in England and 
Wales during the week included: scarlet fever 904, 
whooping-cough 3,533, diphtheria 32, measles 10,060, acute 
pneumonia 355, dcute poliomyelitis 87, dysentery 490, para- 
typhoid fever 42, typhoid fever 1. 


Medical News 


European Congress of Rheumatology 

The second European congress of rheumatology will be 
held in Barcelona from September 24 to 27 inclusive. 
Dr. Philip S. Hench, last year’s Nobel Prize winner, of the 
Mayo Clinic, has been officially invited by the Spanish 
Government as the guest of honour. Doctors wishing to 
attend should apply as soon as possible to the secretary- 
general, Dr. P. Barcelé, Via Layetana (Casa del Medico), 
Barcelona, Spain. 


Addiction to Amphetamine 

The Society for the Study of Addiction is administering 
a research scholarship founded in memory of the late Mr. 
Arnold Webb to investigate possible addiction to amphet- 
amine and allied drugs. Habituation and apparent addic- 
tion to amphetamine have been described, but how much 
of this constitutes real addiction is ogen to question. Last 
year, the W.H.O. Expert Committee on. Drugs liable to pro- 
duce Addiction (W.H.O., Technical Report Series, 1950, 21, 
6) drafted the following definition: “ Drug addiction is a 
state of periodic or chronic intoxication detrimental to the 
individual and to society, produced by the repeated consump- 
tion of a drug (natural or synthetic). Its characteristics in- 
clude: (1) an overpowering desire or need (compulsion) to 
continue taking the drug and to obtain it by any means; 
(2) a tendency to increase the dose ; (4) a psychic (psycho- 
logical) and sometimes physical dependence on the effects of 
the drug.” More information on the matter as regards 
amphetamine is needed, and the Society would be grateful if 
colleagues would send to its secretary (Dr. H. Pullar- 
Strecker, Wyke House, Isleworth, Middlesex) any experiences 


bearing on the’ subject. It is proposed to publish, with due . 
acknowledgments, the collected evidence in a forthcoming 


number of the British Journal of Addiction. 
Scottish Society of the History of Medicine 


At the eleventh meeting of the society in Aberdeen, on 


June 16, talks were given by Professor John Craig and Dr. 
Robert Richards ; there was also an exhibition of incunabula 
and old books. Professor Craig described how the Medico- 
Chirurgical Society of Aberdeen was founded in December, 
1789, by James (later Sir James) McGrigor, James Robert- 
son, and ten other medical undergraduates from Marischal 


College. At first the meetings were held in the homes of 


the members at weekly intervals, and the society was essen- 
tially a students’ debating one, though anatomical demon- 
strations were also given. A library was begun with three 
volumes, and in two years there were 440 books, As the 
society became known, graduates in medicine joined 
it as honorary members, and in- 1812 it was reconstituted 
under new regulatioris and trust deed ; the undergraduate 
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section later disbanded. After his address Professor Craig 
unveiled a bust of Dr. Francis Adams, the most noteworthy 
president of the society. For many years the bust had been 
lost and Professor Craig discovered it in an old storehouse 
used by King’s College carpenters. Dr. Richards then 
spoke on Francis Adams. Among the incunabula and old 
medical and other books on view and pertaining especially to 
Aberdeen were the Papal Bull of foundation of King’s 
College, issued by Pope Alexander VI in February, 1494/5, 
in which the office of Mediciner (Professor of Medicine) is 
mentioned—the first notice of such an office in any university 
in Britain. 


Sims Travelling Professor 

At a meeting of the council of the Royal College of 
Surgeons on June 14 Professor E. C. Dodds, Director of the 
Courtauld Institute of Biochemistry, Middlesex Hospital, was 
appointed Sir Arthur Sims Commonwealth Travelling 
Professor for 1952. This is the fifth award of the Professor- 
ship, which is made on the recommendation of the Presidents 
of the Royal College of Surgeons of England, the Royal 
College of Physicians of London, and the Royal Colleges of 
Physicians and Surgeons of Australasia. 


Inquiry into Toxic Chemicals in Agriculture 

The working party on precautionary measures against 
toxic chemicals used in agriculture, whose first report was 
published in April, has been asked to investigate whether 
ahy risks to the consumer arise from the use of these 
chemicals in agriculture and the storage of food, and to 
recommend protective measures should these be necessary. 
Medical members of the working party, whose chairman is 
Professor S. Zuckerman, include Drs. J. M. Barnes, R. H. 
Barrett, B. S. Lush, and R. J. Peters. Organizations wish- 
ing to submit evidence should write to Mr. W. K. Melrose, 
Ministry of Food, Portman Court, London, W.1. 


London Association for Hospital Services 

At the annual general meeting in June the financial posi- 
tion of the Association was shown to be extremely healthy ; 
membership has increased by 11%. During 1950 more than 
£100,000 was paid to contributors against the cost of treat- 
ment in hospital pritate wards or nursing-homes. Special 
schemes have recently been introduced for members of the 
medical profession, boys and girls at boarding-schools, and 


out-patients, as well as the one offering full cover in a fee- 


controlled hospital bed. Dr. Russell Brain was re-elected 
chairman, and all the members were also re-elected. 


Leverhulme Research Grants 

Leverhulme Research Grants have been awarded to Mr. 
Michael Heseltine, Registrar of the General Medical Council 
from 1933 to June this year, to assist in his work on the 
influence of the General Medical Council on medical 
education since 1858, and to Joseph Needham, Ph.D., 
F.R.S., for the completion of a study of science, scientific 
thought, and technology in the Far East. 


Presentation to Lord Moran 

On July 10, at a dinner at the Royal College of Physicians 
of London, Lord Moran was presented with his portrait. 
Mr. Winston Churchill, who was recently elected an 
Honorary Fellow of the College, made the presentation. 


COMING EVENTS 


international Dental Congress 

The eleventh congress will be held in London, July 19-26, 
at the Royal Festival Hall. Full infermation may be had 
from the Hon. Secretary, Mr. G. H. Leatherman, 13, Hill 


Street, London, W.1. 


Faculty of Radiologists 

The annual meeting will be held in Edinburgh on July 
20 and 21 in the anatomy lecture theatre, Bristo. Street. 
Full details may be obtained from the Faculty of Radio- 
logists, 45, Lincoln’s Inn Fields, London, W.C.2. 


Dermatology Congress 

The tenth international congress will be held in London, 
July 21-26, 1952. Official languages will be English, French, 
German, Italian, and Spanish, and the main topics for dis- 
cussion will be the effects of A.C.T.H. and cortisone on the 
skin and skin diseases, the treatment of tuberculosis and 
allied conditions, and the pathogenesis of eczema. Most of 
the meetings will take place at Bedford College, Regent's 
Park, and full details may be obtained from the secretary- 
general, Dr. G. B. Mitchell-Heggs, Institute of Dermatology, 
St. John’s Hospital for Diseases of the Skin, Lisle Street, 
London, W.C.2. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked ®. Application should be made first to the institution 


concerned 
Tuesday 


@INstiTuTE oF CHILD HeattH.—At Hospital for Sick Children, 
Great Ormond Street, London, W.C., July 17, 5 p.m., “ Tron 
Deficienc Anaemia and Anaemia of ‘Infection in Early Child- 
hood,” Guest Lecture by Professor Bo Vahliquist (Upsala). 

SOCIETY FOR THE StuDY OF AppicTIon.—At Medical Society of 
London, 11, Chandos Street, Cavendish Square, London, W., 
July 17, 4 p.m., “ The Problem of Alcoholism and its Treat- 
ment as it Concerns or Should Concern the Medical Profes- 
sion,”’ by Dr. H. Pullar-Strecker. Discussion. 

West Enp HosprraL For Nervous Diseases, 40, Marylebone 
Lane, London, W.—July 17, 0 p.m. “ Central Nervous 
System Complications of ‘Oto-rhino-laryngology,” clinical 
demonstration in neurology by Mr. Clifford Evans. 


Wednesday 


INSTITUTE FOR THE SCIENTIFIC TREATMENT OF DELINQUENCY. —At 
Medical Society 4 London, 11, Chandos Street, Cavendish 
Square, London, , July 18, 5 p.m., annual general meeting. 
Address by Lord Werder 

RoyaL Society OF TROPICAL MEDICINE AND HyGIEne.—At 26, 
Portland Place, London, W., July 18. 7.30 p.m., ‘‘ Some British 
Contributions to Tropical Medicine,’ discourse by Sir Harold 
Scott. To be followed by medical films of general interest. 


Royat Society OF TROPICAL MEDICINE AND HyGiene.—At 26, 
Portland Place, London, W., July 19, 7.30 p.m., “ The Life 
Cycle of the Malaria Parasite,” paper by Professor H. E. 
Shortt. A demonstration will follow. 


Friday 


@Ministry OF LaBouR AND NATIONAL Service.—At Safety, 


Health, and Welfare Museum, Horseferry Road, Westminster, 
London, S.W., July 20, 3 p.m., “ Eliminating the Wastage of 
Disablement,’”’ by Dame Georgiana Buller. (Tickets from the 
Director of Public or of the Ministry, 8, St. James’s 


Square, London, S.W.1 
Saturday 


BiocHEMIcaL Society.—At Department of Biochemistry, Univer- 
sity of Sheffield, Sheffield, July 21, 10.30 a.m., 299th meeting. 
Papers will be read. - 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 

Aston.—On June 28, 1951, at South Bank Nursing Home, Worcester, to 
Sheila (formerly West), wife of Captain R. H. R. Aston, R.A.M.C., @ 
son—David John. 

Oxborrow.—On Juhe 22. 1951, at Hull, to Edna, wife of Gerald Oxborrow, 
M.B., B.S.. a daughter. 
Ward-McQuaid.—On July 1, 1951, at Oxford. to Betty (formerly Conway). 
wife of Neil Ward-McQuaid, M.S., F.R.C.S., a daughter. 


MARRIAGES 
Hahn—Murray.—On May 19, 1951, at St. eng ay Dockyard Church, 
Simon’s Town, Cape, South Africa, Humphrey J Hahn, M.B., B.S., 
Surgeon Lieutenant, R.N., to Alison Murray, S.R.N., oe Oxford, England. 


DEATHS. 

Case.—On June 29, 1951, at pnd Bg Sidmouth, Devon, Herry Case, 
L.R.C.P.&S.Ed., L.R.F.P.S., d 80. 

Gunn.—On June 29 1951, at (Edinburgh, Jchn Donald Gunn, M.D. 
F.R.C.S.Ed., of 9, Lynedoch Place, Edinburgh. 

Howell.—On June 28. 1951. at Kittiware, Friars Cliff, Bournemouth, Hants, 
Ralph Vincent Howell, M.B., Ch.B., aged 71. 

Longley.—On June 23, 1951. at Westminster Hospital, John Augustus Noel 
Longley, M.B., B.Ch.. of 17, Hyland Grove, Henbury. Bristol. aged 76. 

Lucas.—On June 26, 1951. at 196. Road, Knowle, Bristol, Joseph 
John Scammell Lucas. M.D., 

Macrae.—On June 25, 1951. at Kyle * Ta Bonar Bridge, Sutherlandshire, 

n July 1 at a ni ing-home, ‘Joseph Scott Tageart, 

Ch.B., of Wyncote, Bramhall" Lane . Bramhall, late of Hea:on Moor, 
Cheshire, aged 79. 
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ANY QUESTIONS ? 


Correspondents should give their names and addresses (no! 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem ‘to be cf 
general interest. 


Sterilization with Conservation of the Ovaries 


Q.—What is the best way of sterilizing a young. woman, 
without removing her ovaries? How reliable is the pro- 
cedure? What are the risks of pregnancy, ectopic or other- 
wise? Are there any special complications likely to follow 
sterilization, either psychological or physical ? 


A.—Sterilization is usually best carried out by interrupt- 
ing the continuity of the Fallopian tubes. More than 25 
methods of doing this have been described, and those most 
commonly employed for permanent sterilization are : (1) 
Ligation of a loop of Fallopian tube with non-absorbable 
material (Madlener). (2) Ligation of a loop with absorb- 
able material and removal of the isolated piece of tube 
(Pomeroy). (3) Excision of about one inch (2.5 cm.) of the 
middle portion of each tube and burial of the cut ends 
between the layers of the broad ligament. (4) Excision of 
the cornu of the uterus and adjacent portion of the tube, with 
burial of the end of the latter (see diagrams). 


No method of sterilization is completely reliable, but the 
above give reasonably good results provided a careful 
technique is employed. The Madlener method is probably 
the least satisfactory, failure to prevent pregnancy having 
been ‘reported in 0.6% of cases. The Pomeroy operation, 
which is simple to perform and is popular at the moment, 


is followed by pregnancy in only 0.2 to 0.3% of cases. Very . 
- occasionally an ectopic pregnancy is reported afier any 
_ form of tubal sterilization operation, but the risk is extremely 


small. . 


There are no special physical ill effects. “ Menstruation 
continues undisturbed and sexual function is retained: Nor 


should there be any adverse psychological: reactions—unless 


the patient comes to regret her loss’ of: fertility. In most 
published series of cases there is comment to the effect: 
that the removal of the fear of an unwanted pregnancy has 
generally had a good psychological effect. 


Legality of Sterilizing the Mentally Unfit 
Q.—The parents of a mentally retarded girl, aged 21, ar¢ 


anxious to guard against the possibility of their daughter 
being taken advantage of, and they have asked me whether 


it would be possible to have'her sterilized. In spite of her . 


age the girl would not, I think, understand the situation, 
and would not therefore be in a position to give permission 
herself for any operation to be carried out. What is the 
legal situation ? 


A.—The law is that, however laudable, sterilization is not 
permitted save for the purpose of saving life or as part of 
medical treatment required to remedy a state of affairs 
endangering the health of the patient. 


Mashed Potatoes and Vitamin C 

Q.—in the March issue of the “ Monthly Bulletin of the 
Ministry of Health and Public Health Laboratory Service,” 
the statement occurs (p. 63): ““When they [potatoes] are 
mashed the vitamin C content is considerably reduced.” Is 
there any evidence to support this, as it-was my impression 
that the main loss was during the cooking process, and 
whether diced, mashed, etc., afterwards was not. of great 


A.—Loss of vitamin C in potatoes and other vegetables 
during their preparation and cooking is mainly caused by 
(1) oxidation due to heat and contact with air, (2) the action 
of oxidative enzymes, and (3) soiution in the cooking water. 
If the tissues are damaged before cooking, the enzymes are 
brought into contact with the vitamin, and the losses under 
the second heading are considerable. During cooking, how- 
ever, the enzymes are destroyed, and no further loss can 
result in this direction from mashing or dicing after cook- 
ing. It is believed, however, that mashing may cause further 
losses of vitamin in the potatoes when carried out in/such 
a way as to introduce air; which would be expected to cause 
losses under heading (1), particularly if the potatoes are kept 
hot. 


Prognosis in Méniére’s Disease 
Q.—What is the prognosis in Méniére’s disease? The 
textbooks are not very helpful on the subject. Has any 


large-scale follow-up ever been made? What would be the 
best up-to-date reference book to read on the subject ? 


A.—The prognosis in Méniére’s disease affecting one ear 
only may nowadays be considered excellent, at least as 
regards the cessation of vertiginous attacks. Authorities 
differ in the value they attach to medical therapy, but 
probably. more than 50% of cases are relieved of symptoms 
by this means. If surgery is called for, careful destruction 
of the affected labyrinth will prevent the return of the 
attacks of vertigo, but often the distressing tinnitus con- 
tinues and the hearing is, of course, lost completely. Less 
radical surgery is very much less certain of helping the 
patient; differential electro-coagulation of the vestibular 
mechanism has been discarded and cervical sympathectomy 
is not as yet an-accepted method of treatment. Partial sec- 


- tion of the eighth cranial nerve has given place to a direct 


approach to the site of the disease, which is now recognize 
to be the labyrinth. , 

Late involvement of the unaffected ear is rare, for if the 
disease is to be bilateral involvement of the two labyrinths 
usually occurs almost simultaneously. Affection of both 
labyrinths occurs in 5 to 10% of cases of Méniére’s disease 
and then the prognosis is rather less satisfactory from the 
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medical point of view and not at all good surgically, sur- 
gery of the labyrinth being contraindicated. Streptomycin 
has been advocated in the bilateral cases, but if the patient 
is not chosen carefully his final state may be worse than 
at first. 

Crowe; and more recently Day, have followed up a num- 
ber of patients and give interesting details. An adequate 
up-to-date account £3 Méniére’s disease is not given in 
current ‘textbooks, reference should be made to Day’s 
article and to the symposium on diseases of the ear published 
by The Practitioner in February, 1947. 


REFERENCES 
Crowe, S. J. (1938). Medicine, 17, 1. 
Day, K. M. (1950). Ann. Otol., etc., St. Louis, 59, 966. 


Dental Fixatives’ 


Q.—What are dental fixatives? Do they contain sub- 
stances likely to harm a sufferer from peptic ulceration ? 


A.—Dental fixatives are in the main preparations of 
tragacanth. They are therefore unlikely to harm a sufferer 
‘from peptic ulceration. 


NOTES AND COMMENTS 


Electric Shocks from Car Handles.—Dr. R. CauTLEY HOLDER- 
~NESS (Loughborough) writes: I was interested in your note about 
electric shocks from car handles (June 30, p. 1523), as I have 
«experienced this many times myself. It might be thought on 
‘first consideration that the shock was caused by the earthing of 
the static charge on the car through: the person touching the 

*handle. This, however, does not appear to be the case. The 
‘ phenoménon is noticed only if the person is insulated from the 
-ground—e.g., by wearing rubber-soled shoes. Moreover, as I 
have myself demonstrated, if a person gets out of the car, then 
-shakes hands with another person standing on the ground, both 
persons experience the electric shock with the passage of a small 
-spark, which can actually be heard—i.e., it is the person getting 
-out of the car who is himself carrying the charge (opposite in 
~sign presumably to that generated on the car). If, on the other 
"hand, a person gets out of the car not so insulated—e.g., in 
~stockinged feet—no shock is experienced, presumably because the 
«charge leaks smoothly away from the greater area of the soles 
-of the feet. 


Dr, Ian Mackenzie (London) writes: Shortly after taking 
.delivery of a new car a few months ago, I realized that I was 
-getting a shock when I touched the door to close it, and this 
shock was felt also through lined leather gloves. This was, as in 
“the case of your correspondent, a single shock. I had not got 
“beyond the stage of describing the phenomenon to incredulous 
“listeners when one evening I slipped out of the car to buy a 
paper, leaving the door open. As I handed the paper-man 
~the money I touched his hand and administered to him, much 
-to his surprise, a distinct shock which I, of course, felt equally. 
‘It thus became clear that I was charged and not, as I had 
: assumed, the car. In working out how I became charged I soon 
discovered that the car did not have to be in motion nor did the 
eengine have to be running. Finally a friend made the faintly 
ridiculous suggestion, as it seemed, that I should slide into the 
-driving seat, touch nothing, and slide out again. This in fact 
proved to be all that was necessary to create the charge. The 
- phenomenon occurs more readily on a hot dry day, and, although 
T have not bothered to work out details, I have the impression 
“that certain clothes—tweeds, for example—and probably rubber- 
-soled shoes help to create the conditions necessary. Now I dis- 
_charge with my knee against the door, which causes a sizable 
spark, both audible and visible, and the accompanying sensation 
is as of a pinprick. 1 find this less painful than a shock in the 
fingers, although when demonstrating to an audience finger-to- 
finger contact is probably the most dramatic method. This also 
produces quite a good crack and spark. 


Dr. W. W. Futton (Glasgow) writes: Some of the observations 
‘about static electricity are true, but the answer is, I think, 
incorrect. Having observed the phenomenon and experimented, I 
‘have proved the following statements : 

(1) The charge is generated by friction between the (leather) seat 
of the car and the driver’s clothes in the act of leaving the car, 
-and the discharge, which may be heard as well as felt, takes place 
~when the driver subsequently touches a metal part with his hand. 
‘The car andthe driver act as two plates of a condenser, and must 


be insulated from each other when the charge is generated, and, 
of course, both insulated from the earth, in the driver’s case by 
rubber soles. 

(2) If the “driver holds a metal part of the car while leaving, 
no potential is developed, and no discharge is noticed. This 
explains why modern cars, using many plastic coverings, are more 
liable to give a “ shock ” than those with metal facings, © 

(3) The car, having a large capacity, will not be at a high 
potential relative to earth and so no other person will receive 
a “shock ”’ on touching it.’ This proves that it is not a charge 
on the car generated by friction between tyres and road, In air- 
craft at high speeds, friction between fuselage and air is sufficient 
to produce an electrostatic potential which is » on 
touching down, by “ conducting ” tyres. 

(4) The driver, if he does not touch a metal part on alighting, 
is “‘ charged” and may discharge himself by touching someone 
else or an earthed object. It was when I received a “ shock ” 
from the gatepost that I first understood the cause of the 
phenomenon. 

(5) Finally, the phenomenon can be produced at will, even after 
the car has been stationary overnight, inside a garage, provided 
gana conditions are suitable—i.e., when the humidity 
is low. 


Dr. Eric Ports (Kilmarnock) (after ntinatine the evidence 
pointing to the generation of static electricity between certain 
types of cloth and the leather upholstery of the car seat) writes: 
Various cures have been suggested to me, none entirely satisfac- 
tory. (a) The trailing of a chain: the disadvantages of this pro- 
cedure are obvious even if ro ball is attached thereto. (6) The 
ayoidance of rubber-soled shoes: the purchase of a second pair 
of shoes is an admirable solution for those practitioners in 
possession of a Merit Award or private means. (c) Closing the 
door with the foot: this provides a shock-free egress but tends to 
the formation of a conditioned reflex which can cause a per- 
ceptible raising of eyebrows when applied unthinkingly to a 
colleague’s new model. In conclusion, it may be noted that any 
procedure which prevents the discharge on leaving the vehicle 
ipso facto leaves the subject charged. While the charge is 
gradually dissipated, it may be carried in my own case for over 
100 yds. (91.4 m.}—a fact which may be of interest to 
anaesthetists. 


Dr. R. H. Martin (Liverpool) writes: The answer giver is 
undoubtedly true in some types of vehicles in this country, but 
more commonly, especially in post-war models of private cars, 
the cause is to be found in some defect in the earthing of the 
battery to the frame of the car. Other defects in the electrical 
system allowing a charge to run to earth on the frame of the 
car may be looked for in the numerous electrical accessories in 
these cars, especially the brake stop light, the terminals of which 
may be fouled by leakage of brake fluid. These causes should 
be excluded before assuming that static has accumulated by 
friction from passing dust, etc., which, though common in dust- 
or sand-laden atmospheres, is not usual in Great Britain. 


Our Expert writes: Your correspondents are entirely correct 


. in that the human body itself can receive and retain temporarily 


a static charge of electricity, and this can quite commonly be 
produced by friction between the person’s clothes and the leather 
or imitation-leather car upholstery. If the body becomes charged 
in this way, the charge can be retained, particularly # rubber- 
soled shoes are worn, and transmitted to another person in 
precisely the same way as a person can receive a charge from a 
Wimshurst machine and pass it to a second person, even obtain- 
ing a considerable spark between extended fingers. That the 
vehicle itself accumulates a static charge is beyond doubt, because 
a person, other than the driver, outside the car can not infre- 
quently feel a shock on touching a door handle. I would add 
that the frictional charge generated between a person’s clothes 
and the upholstery is, of course, more readily produced on a 
hot dry day. 


~ 


All communications with regard to editorial business should be addressed 
to THE EDITOR, British MEDICAL JourNaL, B.M.A. House, Tavistock 
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